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oN 


RECENT ADVANCES IN THE STUDY OF 
CARDIO-VASCULAR DISEASE. 


DELIVERED BEFORE THE ULsTER BRANCH OF THE BRITISH 
Meproat Association, Novemser, 1924, 


BY 


J. E. MacILWAINE, M.D., B.Sc., D.P.H., 


VISITING PHYSICIAN, ROYAL VICTORIA HOSPITAL, BELFAST; PROFESSOR 
OF MATERIA MEDICA AND THERAPEUTICS, QUEEN’S UNIVERSITY, - 
BELFAST. 


Tae word study in the title of this address. has been 
used with the idea that the address may cover a considerable 
amount of matter which has not as yet, perhaps, reached 
its full practical utility. I shall endeavour, on the other 
hand, to discuss the questions taken up in as practical a 
manner as possible. The period taken as being covered by 
the term ‘‘ recent’? is merely defined by the period since 
my own graduation in medicine—twenty-three years. I had 
intended to give some points with regard to the history 
of the study of cardio-vascular disease, but time will not 
permit more than a mention of a very few names. 

I think it may be said that four hundred years ago 
Harvey laid the basis of all real study of cardio-vascular 
disease. Before his time the views held on the mechanism 
of the circulation were so speculative and so dissociated 
from reality that it is difficult to-day to conceive how such 
ideas could exist. 

About a hundred years ago auscultation had led to a 
definite recognition of the origin and cause of the first 
and second sounds of the heart, and the question of 
murmurs was being thoroughly investigated. Just seventy 
years ago EK. J. Marey' began the development of his 
instrumental methods, based upon air transmission of 
pulsation, and opened up entirely new ground with regard 
to the study of cardio-vascular disease. 

Broadbent’s book on the diseases of the heart, published 
in 1897, might be considered representative of the position 
of clinical cardiology just before the period termed 
“recent.’? I left the Royal Victoria Hospital at the 
beginning of this period, having had, under Professor 
Lindsay, as good an opportunity of learning cardiac work as 
any young graduate could desire. 

It is proposed to consider the recent advances under four 
heads : 


I. Advances in the study of the mechanism of the 
circulation. 

II. Advances in knowledge of the functional activity 
of some of the organs of the body, obtained by 
recent biochemical methods. 

IIT. Altered views, from a bacteriological and patho- 
logical standpoint. 

IV. Recent pharmacological development. 


I. Tue Crrcutatory MEcHANISM. 

In considering the circulatory mechanism the first point 
we must take up is our altered view of the mechanism of 
the heart-beat. This alteration of view means that to-day 
we recognize the sinus node at the venous-auricular junction 
as the ‘‘ pace-maker ”’ of the heart. This node throws in 
its impulses with the regiflarity which constitutes the 
“dominant rhythm of the heart.’? These impulses start 
the waves of contraction which flow over the auricle to 
arrive at the a-v junction. Here they encounter the 
auriculo-ventricular node, and, through this node, transmit 
their stimulus down the right and left branches of the 
auriculo-ventricular bundle. Each a-v branch goes to its 
respective ventricle, terminating in the Purkinje’s fibres, 
thus constituting a conducting system, which apparently 
stimulates the true cardiac muscle to contract. 

In 1901, when studying at the Nothnagel clinic in Vienna, 
I took a course upon cardiac disease, and in no part of 
the course was there any discussion whatever of the analysis 
of a single heart-beat, although in the textbook recom- 
mended (Sahli’s Untersuchungs Methoden) as an appendix 


there was a discussion, with pulse tracings, of the irregular 
pulse. The analysis of Wenckebach and Engelmann 
separated the irregular pulse, due to the extra-systole, from 
the completely irregular pulse, which we now know to be 
due to auricular fibrillation. 

Then came the epoch of Mackenzie’s work, which 
dominated all clinical cardiology. It was based upon the 
analysis of the single heart-beat, using for this purpose 
the jugular pulse or venous tracing, correlated with the 
arterial pulse, etc.? If we examine the venous tracing we 
find that there is a wave which synchronizes with the time 
of contraction of the auricle, and Mackenzie noted that 
this wave had disappeared when complete irregularity of the 
pulse existed. He established definitely that the auricle 
was not working normally under these conditions. It was 
left, however, for Lewis to demonstrate that the auricle 
was fibrillating, but Mackenzie’s work placed cardiology 


‘upon a new basis, and definitely gave us a true classification 


of the cardiac irregularities. Auricular flutter had been pre- 
viously recognized by Ritchie and Jolly, by aid of the electro- 
cardiograph. Clinical electro-cardiography, which will always 
be associated with the name of Thomas Lewis,* has intro- 
duced into medicine an entirely new method of examination 
—namely, a graphic record of an electric pulsation in the 
body, which is synchronous with the passage of the wave 
of contraction over the heart muscle. . These graphic records 
gave us the foundation of our classification of cardiac 
arrhythmias—namely, sinus arrhythmia, the auricular 
extra-systole, the ventricular extra-systole, auricular fibrilla- 
tion, and auricular flutter, together with complete and 
partial heart-block. The newer method of electro-cardio- 
graphy gives a further indication which has been inter- 
preted as the occurrence of a block in the conducting 
system of the heart beyond the auriculo-ventricular junction 
—namely, in one of the branches of the a-v bundle; that 
is, either to the right or left ventricle. The electro-cardio- 
gram presents another physical sign, inasmuch as the wave 
which synchronizes with the ventricular contraction in the 
heart, the tT wave, may become altered, or inverted. This 
inversion or negativity of the t wave, which occurs in 
certain clectro-cardiographic tracings, has been shown 
statistically to be a physical sign of grave i‘nport in cardiac 
prognosis (Willius*t). Thus from the study of the mechanism 
of the heart-beat knowledge has been obtained which has 
given a definite classification of the cardiac irregularities, 
and also definite indication of lesions of the heart which 
involve the conducting tissue in that organ. 

Taking up next the consideration of the mechanism of the 
circulation in the arteries, blood pressure has become such 
a well known phenomenon, even amongst the lay public, 
that it is necessary to say something regarding its estima- 
tion. About 1887 it became a clinical method, and Riva- 
Rocci in 1897 designed the instrument which is probably 
most used to-day in clinical work. In 1905 Korotkow intro- 
duced a method for estimating the diastolic pressure. The 
estimation of the systolic pressure is easily carried out. 
Our ability to estimate correctly the diastolic pressure is 
not unchallenged. In most cases, when using the ausculta- 
tory method, there is a distinct sudden change in the 
character of the ‘“‘ knock ’’ heard over the brachial artery, 
and I think the record of this point of change as the 
diastolic pressure is most valuable. Macleod, in his 
Physiology,® states that the diastolic pressure is the dead 
load of the circulation, and is the pressure which the aortic 
cusps, great vessels, and arteries have got continually to 
bear. F csnntiier a diastolic pressure which is permanently 
raised is of much prognostic importance, and it is some- 
times relatively unaltered when there is a marked fall of 
the systolic pressure. 

It has been recognized that a single estimation of blood 
pressure may give a wrong idea of the condition present in 
some patients. It may be necessary to chart daily the 
record of blood pressure in order to note how variable it is. 
Avariation of 60 mm. of mercury in the systolic pressure may 
be seen in forty-eight hours. The difference in millimetres 
of mercury between the systolic pressure and the estimated 
diastolic pressure is called the ‘ pulse pressure.’ This 
observation is used clinically, but we do not as yet know 
quite how to assess its true value. I have always thought 
that the great difficulty in regard to pulse pressure is the 
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fact that we are_unable to obtain a true curve of pulse 
pressure. We have but two points on this record—namely, 
the systolic and diastolic pressures—but we have no inter- 
vening curve upon a true time base. It would only be by 
obtaining such a curve that we could integrate this true 
pulse pressure into work, 

Very recently the anatomy and physiology of the capil- 
laries have been studied by Krogh,® and his work, in con- 
nexion with that of Dale and others, makes it perfectly 
clear that a capillary paresis, or a filling up of the capillaries 
of the body with blood, may be the source of a circulatory 
failure. Thus we have the picture of traumatic and hista- 
mine shock, where the arterial system is insufficiently filled 
because the heart lacks a proper supply of blood from the 
veins, In other words, the heart is beating rapidly, but 
receiving relatively little blood, because of the lagging of 
blood in the capillary system of the body. We must bear 
this in mind when considering the question of toxic death. 


It is not sufficient simply to say “ cardiac failure” and 


think that means a failure of the cardiac muscle, any more 
than that this muscle is, like the rest of the tissue of the 
body, insufficiently supplied with blood, owing to a lack of 
blood volume in the arterial system, The treatment of such 
cases in surgery has to-day become a matter of filling up 
the circulation by the transfusion of blood or gum saline, etc. 
Under the head of the circulatory mechanism we must 
consider the altered views which a knowledge of the involun- 
tary. nervous system, such as presented by Gaskell,’ brings 
with it. From the diagram it is seen that the vagus and 
pelvic nerves repre- 

sent the cranial and 

erm the sacral outflow of 

involuntary nervous 
impulses; they go, in 
the case of the vagus, 
to the heart, lungs, 
stomach, and small 


intestine, as far as 

Z the ileo-caecal valve ; 

at, Z nerve, or sacral out- 
ee Z flow, goes to the colon 
Z and the genito-urin- 

F ary system. These 

GENITOURINARY exam. are opposed in 


their action by what 
we used to call the 
sympathetic system, 
and are often spoken 
of as parasympathetic 
nerves. The sympathetic system is that portion of the 
involuntary or autonomic nervous mechanism which comes 
from the thoracico-lumbar cord. This sympathetic sends 
fibres to the heart, lungs, stomach, small intestine, large 
intestine, genito-urinary system, etc., to antagonize the 
parasympathetic fibres. We have only recently begun 
to grasp the clinical meaning of this involuntary neuro- 
muscular mechanism, When dealing with the problem of 
D.A.H. (disordered action of the heart) it seemed, at the 
end of the work which had been carried out, that an 
explanation of this condition might lie in an instability 
of this involuntary neuro-muscular mechanism. So much 
was I impressed with this instability, which appeared 
to be either inherent or toxic in origin, that I could not 
help thinking how often in common language the actions 
of this involuntary mechanism are expressed. Thus we 
remember the expressions ‘‘ He has no heart ’’; ‘‘ He has 
no stomach for the fight ’’; ‘‘ He has no guts ’’; and it is 
well recognized how uncontrolled the sphincters may be as 
the result of emotion. Further, these involuntary reactions 
upon an emotional basis bring into consideration their 
association with the secretions of the endocrine glands. 
While these ideas are yet speculative and theoretical, out of 
the knowledge of the autonomic control of the heart there 
has come a more definite understanding of the anginal syn- 
drome; and here one must allude to Sir James Mackenzie’s. 


Autonomic Nervous System. 


work upon the segmental association of the pain reflex and: 


visceral sensations in the spinal cord.. In the recently 
published monograph on Angina Pectoris* we sec this work 
in its true perspective and are able to appreciate the 


practical application of his principles in classifying thig 
condition into a ‘‘ primary ’’ and a “‘ secondary ’’ form. I 
Was upon this same subject—the interrelation of visceral 
and somatic sensation—that Dr. Ivy Mackenzie touched 
when speaking in this hall in the spring of this year. In 
his paper ‘‘ The reactions of the ulnar nerve in disease ’’* 
we have a good example of how modern advance in 
neurology can illuminate a clinical problem. Professor 
Daniélopolu’s paper in a recent number of the Britis 
MepicaL JourNau'® discusses the surgical treatment o 
angina by section of afferent fibres from the heart in this 
involuntary nervous system. One interesting idea arising 
from the consideration of Professor Daniélopolu’s diagram ig 
the vasomotor reflex from the heart acting upon the lungs, 
It may, perhaps, aid us theoretically to explain some o 
the cases of cardiac asthma in which, apparently, no re 
anoxaemia is present. I would utilize this conception of the 
relation of heart with stomach and intestine through the 
involuntary nervous system to impress upon you the immense 
importance of dietetic treatment in cardiac cases. How 
much more we will get out of our study of the involuntary 
system it is difficult to foresee, but I believe that clinically 
it will be more and more helpful in the solution of problems 
which to-day are unsolved, 


II, Brocuemicat Tests aNp Function, 

As a result of biochemical methods Hill, Haldane, 
Meakins, and other observers have been able to give us 
figures of a most illuminating character with regard to the 
volume of blood which flows through the heart in a minute, 
Roughly, in a man at rest, a normal heart may pump about 
7 litres of blood through in a minute. By active exercise 
this ean be increased up to 30 litres. The exact amount 
per heart-beat is thus easily calculated. When there is 
failure of compensation, Meakins'! has shown that, in spite 
of a large dilated heart, the minute-volume may be as low 
as 2} litres; and he further demonstrated, in some of 
Ritchie’s'? patients, that as failure increased this minute 
volume diminished. These figures allow us to appreciate 
what cardiac decompensation really means, and let us 
visualize the importance of absence of vis a tergo when we 
discuss ‘‘ back pressure ”’ as an increased resistance to the 
onflow of the blood. Did we know the exact volume of blood 
per heart-beat, and had an exact time record of aortic and 
pulmonic pressure, we could state in absolute mechanical 
terms the work of the heart. These figures are not yet 
clinically available. 

Another advance in the study of cardio-vascular disease 
has been that biochemists have placed at our disposal 
methods of estimation of renal function which enable us 
to diagnose the presence of renal disease. To separate 
clearly a cardiac condition which is associated with renal 
inadequacy is a great help in diagnosis, and also, necessarily, 
in treatment. I would only mention that the choice of a 
diuretic, if a diuretic is to be used at all, must largely be 
governed by our knowledge of the state of the kidney 
function. 

The third biochemical assistance in cardio-vascular dix 
gnosis is that by estimation of the metabolic rate a figure is 
given which determines whether hypothyroidism is present, 
and somewhat gauges the extent. Recent work on the thyroid 
has tended to separate a group of thyroid patients where 
the condition is to be described as that of a toxic adenoma 
of the gland. It would appear that a toxic adenoma is 
practically a malignant condition, Gradually the intoxica 
tion increases, and relentlessly the cardiopathy progresses 
A clear case would seem to be made in this condition for 


“early removal of the ‘‘ malignant ’’ tumour, 


IIIf. Patnorogy anp 

Under this heading let us first consider the rheumatié 
heart. This has been well described from a pathological 
point of view by Carey Coombs,'!* who puts forward most 
clearly the observation that in this pancarditis, as he calls 
it, the myocardium is always. markedly involved, and, 
just as joints and subcutaneous rheumatic nodules resolve, 
these submiliary myocardial nodules tend to disappeat 
without much injury to the muscle, whereas in the, poorly 
vascularized endocardial valves resolution is impossible an 
cicatrization results, These pathological facts alone a 
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sufficient to emphasize the necessity of prolonged rest in 
children who have had rheumatic infection. In fact, the 
suggestion of sanatorium treatment and notification of 
acute rheumatic infection is well worthy of consideration. 

Next the syphilitic heart. Here the pathology of the 
arterial change and the recognition of the involvement of 
the myocardium as well as the great blood vessels, in this 
progressive lesion, makes it a great additional advantage 
in prognosis and treatment of cardiac cases to obtain the 
evidence of a positive Wassermann reaction. 

Horder and Libman™ separate a group of cases of sub- 
acute infective endocarditis with very definite clinical signs 
such as described by Cotton'® and others. Under the 
title ‘‘ endocarditis Jenta,’’ Starling’* and Carey Coombs?’ 
have presented groups of cases of unusual interest; and 
if this condition, which anyone connected with cardiac 
work must have seen, is to be associated with an entero- 
coccal type of infection we have an etiological asset of 
great importance. Unfortunately, so far the treatment 
of these chronic endocarditis cases has been practically 
hopeless. 


IV. Paarmacoroey. 
My fourth and final point with regard to advance is the 


consideration of the pharmacological aspect of cardiac 


disease. I do not intend to do more than indicate briefly 
the changes which have taken place with regard to 
teaching concerning remedies in common use. This group 
of scientists, the pharmacologists, are pushing steadily 
ahead, and to-day the student is taught, from a pharmaco- 
logical point of view, what is the site of action of the 
remedy he is going to use. In such a subject, so recent 
and rapid in its development, we are bound to find un- 
confirmed statements and controversial points; but I believe 
that, just as physiology has now laid the recognized 
basis of our clinical teaching in medicine, so will phar- 
macology be the recognized basis of teaching of thera- 
peutics. Pharmacologists are extending their sphere of 
action into consideration of problems of immunity, and one 
hopes that in this field they will equally show their powers 
of advance. To take, as an example, digitalis, its mode 
of action and its contained glucosides are to-day more 
fully understood, and thus we teach that its greatest 
advantage in therapeutics is the slowing of the ventricle, 
mainly by the depressing of conduction from auricle to 
ventricle. Or, again, one may consider the change of 
method of the administration of digitalis, as suggested by 
Eggleston, in large doses—a drachm and a half, followed 
by a drachm in six hours, and a drachm six hours later. 
The success claimed for this method will teach us not to 
rely upon small doses in urgent cases, but it is also well to 
remember that we must always standardize our doses of 
digitalis by observation of the patient. 

One or two points on which we have pharmacological 
backing are: that calomel need not be avoided as a diuretic 
in renal disease associated with cardio-vascular change and 
oedema; that morphine, in medicinal doses, has practically 
no effect upon the cardiac muscle; it has a central or 
cerebral depressant action of enormous value; it does not 
influence to any extent the kidney secretion, and, except 
where respiratory depression must be avoided, can be given 
with-safety in all cardiac cases. 

Quinidine, a remedy of very recent introduction, is still 
under judgement. One point the pharmacologists have told 
us is that it is a depressant of the cardiac muscle, and 
experience has shown that we must carefully control its 
administration as it quickens the ventricle in the majority 
of cases. These two facts are most important where there 
is any question of the likelihood of failure of compensation. 
The use of adrenaline in Stokes-Adams disease, as suggested 
by Parkinson, and in the sudden cardiac emergency of 
chloroform poisoning, must also be noted. What exactly is 
the effect of pituitrin on capillary paresis has yet to be 
tested out. 

There is no doubt that the work which is being undertaken 
from a pharmacological point of view will give us back, with 


& renewed confidence in them, many remedies which have’ 


been ‘neglected. 
In concluding this attempt to review some of the recent 


advances in the study of cardio-vascular disease it might be 


said there are two distinct lines upon which progress has 
been made. The increase of knowledge of structure, 
mechanism, and function gives us a better basis for the 
recognition of the changes produced by disease—that is, an 
increased refinement of diagnostic classification. If, on the 
other hand, we assume that the incidence of the disease 
precedes these recognized changes, a point Sir James 
Mackenzie emphasizes, we will appreciate how develop- 
ments in the study of etiology and immunity will bring 
with them a hope of new therapeutic methods. 
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THE SYMPATHETIC INNERVATION 
OF STRIATED MUSCLE.’ 


BY 


vue tate JOHN IRVINE HUNTER, M.D., Cu.M., 


CHALLIS PROFESSOR OF ANATOMY IN THE UNIVERSITY OF SYDNEY. 


LECTURE II.—Panrr I. 
THE FUNCTIONS OF THE TWO GROUPS OF 
MUSCLE FIBRES: 


EXPERIMENTAL EVIDENCE. 

In the first lecture I submitted the evidence that has 
accumulated during the last half-century in demonstration 
of the fact that the striated muscles of vertebrates consist 
of two kinds of fibres (in addition to the muscle spindles) 
and that the difference in their innervation is as distinct as 
the contrast in their anatomical features, one group being 
controlled by the spinal cord through medullated somatic 
nerves, the other by the central nervous system through 
the intermediation of the sympathetic system, the post- 
ganglionic non-medullated grey rami communicantes. 

In the present lecture I propose to discuss the evidence 
obtained by cutting the sympathetic and the somatic nerves 
respectively in proof of the fact that the functions of the 
two groups of muscle fibres are as sharply distinguished as 
their structure and mode of innervation. Our preliminary 
experiments were made upon goats, not only because they 
are large animals with the simplest type of “ standing 
reflexes,’’ but also because Royle and I had acquired some 
experience of these animals under experimental conditions 
in the course of our investigations on spinal shock in 1920 
and 1921. 

The details of the experiments upon the goat have been 
given in the earlier accounts of our work in the Medical 
Journal of Australia. I can more usefully employ the time 
at my disposal in these lectures to explain the principles 
that guided us in our work and to discuss the results and 
certain technical points that throw light upon the issues in 
the present controversies. ’ 

In Fig. 3 the essential connexions of the sympathetic 
system are represented in a purely diagrammatic way. The 
white rami communicantes that issue from the spinal cord 
in the thoracic and upper lumbar region end in the ganglia 
of the sympathetic cord (or in one of the peripheral ganglia 
not shown in the diagram). From the sympathetic ganglion 
two series of non-medullated nerves emerge—one proceeding 
directly to the viscera of the thorax and abdomen, the 
other, forming the grey rami communicantes, passing to the 


* Delivered by Professor Elliot Smith at University College, January 
26th, 1925. 
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mixed nerve, to reach the striated muscles (inter alia) 
along with the somatic motor nerves. 

By cutting the grey rami communicantes at A (as it 
should be the surgeon’s aim to do in all human operations 
on the sympathetic) sympathetic innervation of the muscles 
in the area of distribution (as well as of the blood vessels 


| 7K] tite mamas 
grey ramus” | communicans 


communicans 


Fic. 3.—Diagram of the essential sympathetic connexions. 


and sweat glands) is destroyed, but the sympathetic ganglia 
and the visceral nerves are left undisturbed, and the patiént 
is spared the unfortunate effects of loss of proper contro! 
of visceral function, to which he is rendered liable when 
the sympathetic ganglia are needlessly removed. But for 
experimental purposes it is often necessary to cut the white 
ramus at B, and this is also done occasionally (for reasons 
to be explained Iater) in human patients. In this case the 
efferent channels from the spinal cord to the sympathetic 
cord are severed, not necessarily, nor even usually, to the 
ganglion (as Fig. 3 might suggest) that the ramus enters 
immediately, but to some part of the gangliated cord or 
one of the peripheral ganglia. In this case, as also in those 
eases where the sympathetic ganglion itself (at () is cut or 
excised, the activity of both the visceral branches and the 
grey ramus is eliminated. The somatic efferent nerve may 
in some cases be cut at E without interference with the 
sympathetic rami. Another type of experiment—-the section 
of the posterior root at D—cuts off all afferent impulses, 
both somatic and splanchnic. As the tone of muscle 
depends upon reflex activity, cutting off the afferent limb 
of the reflex arc destroys tone equally with damage to the 
efferent fibres (somatic at E, or sympathetic at A, B, or C). 
In the human patient the grey and the white fibres may 
be so intermingled in the lumbar region as to make it 
impracticable wholly to spare the white fibres in the opera- 
tion that Royle has called ‘‘ ramisection.”’ 
With reference to the procedure for removing the 
influence of the sympathetic system on the hind limb of a 
mammal or the human leg, I cannot put the essential points 
more clearly than Royle has already done in his part of the 
Murphy Oration, illustrating the account with drawings 
(Fig. 4) made from the excellent dissection by Dr. T. K. 
Potts of Sydney (see Journal of Anatomy, January, 1925). 


removed from the left lower limb simply by avulsing the 
left abdominal sympathetic trunk. This operation could 
not be considered in the human subject on account of the 
changes that would follow removal of the sympathetic nerves 
to the abdominal viscera. The sympathetic nerves supply- 
ing the muscles of the lower limb arise from the lumbar 
ganglia and pass through the rami communicantes to the 
mixed nerves of the lumbo-sacral plexus. The human 
sympathetic ganglia receive white (preganglionic) fibres in 
some cases as low as the third lumbar nerve. Usually the 
contribution of white nerves to the sympathetic system 
ceases at the level of the second lumbar nerve. The dis- 


In experimental animals the sympathetic influence was | 


tinction of white and grey rami in this situation is im 
possible, as it has been shown by N. Bishop Harman that 
the rami of the second and third nerves may contain both 
white and grey fibres. The sympathetic supply to the 
abdominal viscera is given off from the ganghionated trunk 
in a medial direction, and, provided the operation of rami- 
section were confined to lateral branches directed from the 
sympathetic trunk to the second, third, amd fourth lumbar 
nerves, the effect upon the abdominal organs would be 

egligible. The division of the sympathetic supply to the 
fifth lumbar and to the sacral nerves presented a more 
Alificult surgical problem, but this solved itself easily, 
because the sympathetic supply of the viscera is usually 
given off ahove the level of the fifth lwmbar nerve and com 
plete division of the sympathetic trunk at any point below 
the level of the fourth lumbar nerve would not affect the 


viscera. The sympathetie ganglia are not regular struc J 


tures and do not always correspond in position to the lumbar 
nerves. The first gamglion usually lies in relationship te 
the second lumbar vertebra or the intervertebral disc below 
this vertebra. Below this the trunk may have three oe 
more ganglia. There may, however, be only two definite 
ganglia. 

The plan Royle adopted im the first operation was to 
divide the rami conimunicantes of the second, third, and 
fourth hmmbar nerves (at the points marked 4 B, A, and A 
m Fig. 4, the letters heing used with the same significance 
as im Fig. 3), and to divide the sympathetic trunk at a 
level corresponding to the fourth lumbar vertebra (C). The 
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Fic. 4.—Drawing to represent the arrangement of the ranti com> 
municantes peut » to the left Iumbar nerves in man. After Dr. T. K. 
Potts. The black bars represent the places where avulsion is effected 
in the operation of ‘‘ lumbar ramiseetion.” The letters will facibitate 
the interpretation (with the help of Fig. 3), A being a grey ramus, 
A Ba mixed ramus, and C the sympathetic cord. 


exact level of section must depend, however, upon the 
presence of a ganglion in this situation, and also whether 


that ganglion is supplying any medially directed fibres. 


The ganglionated trunk itself is a very variable structure; 
and this partieularly applies to the region of the fottrth 
Inmbar vertebra, On many occasions the trunk ‘in this | 
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situation has been found to divide, and it was difficult to 
decide which division continued downward as the main 
trunk. The plan subsequently adopted was to define the 
ganglion which gives grey rami to the fourth lumbar nerve, 
lift it from its bed, and remove its lateral, posterior, and 
inferior connexions. Any medial fibres should be carefully 
preserved. When this ganglion is not present the ganglion 
supplying the third lumbar nerve may be unusually large 
and supply rami to the third and fourth nerves. The size 
of the ganglionated trunk may vary on each side of the 
body, and the rami may or may not come from the region 
of the ganglia. 

The size of the rami varies with the number. A single 
ramus supplying a single nerve may be 2 mm. in diameter, 
though the usual size of a ramus varies between 0.5 and 
1.5 mm. The accompanying diagram (Fig. 4) shows that 
the lumbar ganglion corresponding in position to the second 
lumbar nerve receives 
large white ramus from 7 
the first lumbar nerve. 
In Royle’s series of forty- 
two “lumbar operations 
this arrangement was 
almost invariable; in only 
one instance was this large 
branch absent. In the first 
operation this ramus was 


mistaken for the white 
ramus of the second 
lumbar nerve was 


divided, but subsequently 
the « ramius been 
avoided unless a_ special 
therapeutic effect was 
sought. In every opera- 
tion both the white and 
grey rami of the second 
lumbar nerve have been 
divided. The position of 
the ganglia may cause 
considerable variation in 
the position and direction 
of the rami, but, with the 
exception mentioned 
above, the rami tend to 
travel laterally or laterally 
and downward. 

The operation of cutting 
these three rami and the 


sympathetic cord at a 
lower level Royle has 
called ‘‘lumbar rami- 


restricted to the grey rami communicantes without cutting 
any white fibres or the ganglionated cord of the sympathetic. 
In Fig. 5 a drawing of Potts’s dissection is shown. 

The sympathetic trunk does not come into the field of 
operation excepting in the approach to the first thoracic 
nerve. The rami above the first thoracic nerve are com- 
posed wholly of grey (post-ganglionic) fibres, but the first 
thoracic nerve itself usually has both a white and a grey 
ramus. The sympathetic rami as a rule enter the nerve 
roots of the brachial plexus after they emerge from the 
intervertebral foramina, though occasionally rami will be 
found joining the nerve roots within the foramina. 

According to the description of normal anatomy the nerve 
roots of the brachial plexus should emerge between the 
scalenus anticus and the scalenus medius muscles. In opera- 
tions Royle says it is exceptional to find this arrangement. 
It is much more common to find the fifth and sixth roots 
plercing the scalenus anticus, and in several instances these 
roots have appeared anteriorly to the muscle. The seventh 
herve; also is commonly separated from the eighth by a 
bundle of muscle fibres. The eighth and the first thoracic 
herves usually emerge together in a plane posterior to the 
sealenus anticus. A regular plexus considerably simplifies 


Fic. 5.—Drawing of the left brachial plexus in man to show the 
position of the grey rami communicantes which are avulsed in the 


section.”” The procedure 

for severing the sym- 

pathetic supply to the operation of ‘‘ cervical ramisection.” After Dr. T. K. Potts. 
arm he calls ‘cervical 

ramisection.’? In this case the operation can be strictly 


the operation, while the difficulty is increased if each nerve 
root emerges separately through the scalenus anticus. 

All the grey rami proceeding to the roots of the brachial 
plexus are easily broken with a small strabismus hook in 
the operation of cervical ramisection. The grey ramus to 
the first thoracic nerve is found on the upper surface of 
the latter on the medial side of the white ramus (Fig. 5), 
cutting of which should be avoided if possible. 

I have referred to the nature of the operations at this 
stage to give a precise idea of what actually is done. In 
the third lecture I shall return to the consideration of the 
indications for operation and the significance of the choice 
of these rami for avulsion. But before doing this I must 
discuss the experimental investigation of the functions of 
the two kinds of striated muscle. 

Instead of describing the details of the experimental 
technique, which have been published in the memoirs 

already mentioned, I pre- 
fer to discuss the reasons 
Ramus of IV""N for such extreme diver- 
Ramus of V". VIS sities of opinion as to 
Ramus of Vill'™Cerv N the influence of the sym- 


pathetic nerves on striated 
Middle cerv gang muscle. This may be most 
\ Riu 


profitably done by dis- 
cussing certain points in 
experimental tech- 
nique—such as (a) 


the reasons for 
AN hile ramus of thor.N. allowing a 
siderable interval 


to elapse after removing 
the sympathetic before per- 
forming the operation of 
decerebration; (b) the 
method of examination of 
the animal so as_ to 
eliminate the disturbing 
effects of fear upon mus- 
cular tone, or the laby- 
rinthine and cervical in- 
fluences investigated by 
Magnus and de Kleijn; 
(c) avoidance of the 
effects of asphyxia and of 
anaemia of the brain-stem 
in decerebrate animals; 


and (d) the important 
matter of the choice of 


animals for experimenta- 
tion. The latter two 
points—(c) and (d)—will 
be discussed in the third 
lecture. In this lecture 
I want to direct attention 
to the important informa- 
tion obtained from my experiments on birds, most of ©hich 
has not hitherto been published, although passing references 
have been made to the preliminary results in the Medical 
Journal of Australia (June 14th, 1924, p. 581) and in 
Surgery, Gynecology and Obstetrics (December, 1924, p.724). 


THe Function oF THE SYMPATHETIC INNERVATION OF 
Srrratep 

Tn 1913 de Boer, as the result of experiments upon frogs, 
claimed to have shown that the sympathetic nerve supply 
of skeletal muscle was concerned with tone. He believed 
that the tone of striated muscle was governed exclusively 
by its sympathetic nerve supply. All subsequent workers 
have shown that this contention is untenable; and many 
of them have gone to the other extreme and denied any 
influence of the sympathetic on muscle tone. The truth 
certainly lies between these conflicting claims. De Boer’s 
view is being replaced by the conception that only a certain 
element of muscle tone owes its origin to the sympathetic 
nervous system. Jn 1915 Langelaan advanced the view that 
the tone of skeletal muscles consists of two elements, one 
component being governed by the somatic supply and the 
other by the sympathetic innervation of the muscle. This 
conception was independently arrived at by Revon. Later, 
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Langelaan (1922), as the result of experiments on frogs, 
added further evidence in corroboration of this opinion. 
He failed, however, to clear away the fundamental objec- 
tion to the acceptance of his theory—namely, that no 
investigator had shown tone to be altered consistently in 
decerebrate preparations as a result of sympathetic denerva- 
tion; or, conversely, that decerebrate rigidity could develop 
if the sympathetic innervation were left intact while the 
somatic nerves were severed. 

The importance of decerebrate preparations consists in 
the fact that, from their study in the hands of Sir Charles 
Sherrington and others, most of the prevailing ideas of 
muscle tone have been derived. Sherrington proved that 
the tone of skeletal muscle was postural in function. He 
found that the typical position of the decerebrate animal 
was that of “ reflex standing,’’ with all four limbs rigidly 
extended, and the neck retracted to a greater or lesser 
degree. Between the phases of rigidity there were periods 
in which the limbs were no longer maintained in extension. 
During these periods, or when the extension of the limbs 
was overcome by passive movement, the musculature was 
found to exhibit a condition of what Sherrington has 
called ‘‘ plasticity.” If the leg were flexed at the 
knee, so lengthening the extensor muscle of the thigh, 
this position was retained (‘‘ lengthening reaction ’’). 
If the knee were now extended, so shortening the 
extensor muscle, the new position was again main- 
tained (‘‘ shortening reaction ’’). Sherrington called the 
property of skeletal muscle which enabled it to exhibit 
these reactions ‘“‘ plastic tone.’ He emphasized that 
the degree to which this property was exhibited was 
independent of the length of the muscle fibres exhibiting 
it. It is important to remember that Sherrington was not 
using the word “ plastic ’’ in the popular sense of being 
adaptable or easily moulded; what he meant by it was the 
retention of any position in which a limb was _ placed. 
Following the suggestion of Gruetzner and others, he com- 
pared this property of skeletal muscle to that of involun- 
tary muscle, such as that which surrounds the bladder wall, 
which enables it to adjust itself to enclose an increasing 
volume under practically the same wall tension. Speaking 
of this comparison Sherrington says: ‘‘ Both are instances 
of the postural contraction of muscle; though the relation of 
the central nervous system to the postural activity is very 
different in the two cases.’’ For Sherrington believed that 
the tone of striated muscle was entirely dependent on the 
intactness of the somatic motor nerve supply, while in- 
voluntary muscle can exhibit tone in the absence of its 
innervation. 

The objection to the view that the tone of skeletal 
muscle is partially governed by the sympathetic nervous 
system, which has been put forward because experimenters 
employing the decerebrate preparation have obtained nega- 
tive or apparently inconsistent results, disappears with the 
publication of our experiments (the memoirs of Royle and 
myself). In this work evidence of the connexion of the 
sympathetic innervation with the tone of skeletal muscle is 
forthcoming, not only from experiments upon the decerebrate 
goat, but from the effect of sympathetic ramisection in 
patients suffering from forms of spastic paralysis, which 
prior to operation revealed all the essential qualities of 
decerebrate rigidity. In normal, ‘ spinal,’? and “ decere- 
brate”’ animals, and in human patients, sympathetic de- 
nervation of the limb musculature led to a consistent 
qualitative alteration in muscle tone. The defect was found 
to be a lessening of the efficiency of the muscle in main- 
taining a position once it had been assumed. This was the 
case whether the position had been imposed passively, 
reflexly, or by voluntary contraction; and, as I have pre- 
viously argued,'' is due to the same fundamental change 
—namely, the loss of plastic tone. In the decerebrate 
preparation, after passive movement, the limb deprived of 
its sympathetic innervation failed to maintain the new 
position imposed upon it, when the extensor muscles were 
either lengthened or shortened. Instead, the limb would 
fall back to a posture determined by the action of gravity 
and the length of the fibrous tissues entering into its com- 
position. This illustrates the effect of sympathetic denerva- 
tion to remove plastic tone, as evidence of which is the 
absence of the “‘ lengthening and shortening reactions ’’ of 


“herves are responsible for this function. 
‘seen that the extensor muscles must be shortened in order 
. that the extensor attitude of the limb may be attained, 


Sherrington. The skeletal muscles of human patients show 
a similar qualitative alteration. This is clearly shown, for 
instance, in one of Dr. Royle’s patients with spastic para- 
plegia supervening upon a gunshot wound of the cerebral 
cortex. Prior to operation this patient clearly exhibited 
‘lengthening and shortening reactions ’’ of the extensor 
muscle of the knee. Before operation, if the left thigh 
were lifted from the bed the unsupported leg would remain 
extended for a long period of time. If the extended leg 
were passively flexed at the knee-joint it would remain 
flexed in its new position. If it were now passively ex- 
tended the extended position would be maintained. After 
left lumbar sympathetic ramisection these reactions, which 
are identical with the ‘‘ Jengthening and shortening re 
actions’’ of the decerebrate preparation described by 
Sherrington, were no longer exhibited—that is, plastio 
tone was removed by the operation. 

But it is important to notice that tone does not entirely 
disappear after sympathetic denervation. Only one efferent 


‘pathway to the skeletal muscle has been removed (compare 
Fig. 3). 
_for another component of muscle tone. 


The remaining somatic innervation is responsible 
In the acute 
decerebrate preparation, for instance, notwithstanding the 


removal of its sympathetic nerve supply, the typical 


extensor attitude of the limb is assumed. The neuro- 


.Muscular mechanism concerned in imposing the extended 


position is obviously intact—that is, the medullated somatic 
It will readily be 


The antagonistic muscle groups, on the other hand, are 
reflexly inhibited, as Sherrington’s studies of the acute 
decerebrate preparation have shown. Their component of 
tone, which is somatic in origin, and is exhibited as a 
degree of contraction of selected muscle groups, may, 
following Langelaan, be called ‘‘ contractile tone.”’ 
Contractile and plastic tone are both postural in function, 
ntractile tone imposes posture as a result of shortening 
of appropriate muscle groups; plastic tone takes part in 
maintaining this posture, once it has been attained, by 


‘fixing the length of the muscles exhibiting contractile tone. 


On account of the responsibility of these two components of 
tone in the production and maintenance of posture they 
may together be regarded as constituting postural tone. 

As Sherrington has shown (by cutting the appropriate 


‘afferent nerves) the production of postural tone depends 


upon the existence of proprioceptive impulses. Posterior 
nerve root section in all the spinal segments connected with 
a given muscle removes both contractile and plastic tone. 
Impulses arising in the muscles, therefore, discharge (via 


the central nervous system) through both the somatic motor 


nerve roots and the white rami of the sympathetic nervous 
system. In other words, contractile tone is subserved by a 
somatic proprioceptive reflex arc; plastic tone is governed 
by a sympathetic reflex are. As the result of the limited 
connexions of the sympathetic nervous system with the 
spinal cord, these reflex arcs for a given muscle group are 
usually situated at different levels of the central nervous 
axis. Purely spinal reflexes are, however, inadequate in 
higher vertebrates for the exhibition of the postural tone 
responsible for the natural attitudes of the body. The 
reflexes responsible for the extensor attitude of the lower’ 
extremities depend, for instance, upon reflex ares that pass 
as high as the pons in the brain stem. It appears that the 
vestibulo-spinal tract is the descending limb of the reflex 
arc subserving the contractile tone to the extensor muscles 
of the limb; while plastic tone depends upon a reflex are the 
descending limb of which is constituted by the ponto-spinal 
tracts. I have recently argued!” that these reflex ares are 
governed by the tectum, substantia nigra, and red nucleus 
of the mid-brain, and the corpus striatum and the cerebral, 
cortex by way of the cerebellum. The influence of all these 
structures upon postural tone is produced ultimately through 
both the somatic and sympathetic efferent connexions to 
skeletal muscle. In other words, there are two final common 
pathways to each muscle. The excitatory impulses emerging 
through the somatic motor pathway all give rise to a'éon- 
<raction of the muscle or to contractile tone. The effect of 
the excitatory impulses emerging through the sympatheti¢ 
rami communicantes is to fix the existing length of the 
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muscle (plastic tone). It is obvious that this is a primary 
subdivision of postural tone according to the properties 
subserved by the two efferent connexions of skeletal muscle. 
The sources of the impulses emerging through each pathway 
are numerous in each case, as already mentioned. Both 
connexions are in fact final common pathways in the sense 
of the term employed by Sherrington. 


TECHNIQUE OF EXPERIMENTS IN WHICH THE DEcEREBRATE 
ANIMAL was EmpLoyep To DeTERMINE THE OF 
REMOVING THE SYMPATHETIC INNERVATION OF SKELETAL 
MUSCLE. 

The negative and inconsistent results obtained by previous 
investigators employing the decerebrate preparation to 
determine the function of the sympathetic innervation of 
skeletal muscle call for comment. The following points 
appear to have been of importance in leading to the success 
of the experiments of this kind in the hands of Dr. Royle. 


The Interval between the Removal of the Sympathetic Cord 
and the Operation of Decerebration. 

In our experiments on goats the lumbar portion of the 
sympathetic trunk was removed from one hind limb. This 
was done as a preliminary procedure. Then, at a variable 
period after this operation decerebration was performed. 
In our first series the interval between the two operations 
varied from seven to seventy-three days. The best contrast 
between the hind limbs on the operated (left) and unoperated 
(right) side was seen in the animal in which the interval 
between the operations had been longest. In this animal 
extension of the left limb was easily overcome in contrast 
to the opposite limb. When not handled with the animal 
lying in the supine position, so fixed as to eliminate the 
disturbing influences, vestibular and cervical (such as 
Magnus and de Kleijn have described), the left limb rapidly 
fell from its temporary position of extension to a passive 
posture of semiflexion. In this stage of relaxation the 
“Jengthening and shortening reactions ’’ were absent. 

These effects depend upon the loss of plastic tone. The 
comparative ease in performing passive flexion of the 
extended limb is due to the fact that contractile tone, which 
is responsible for thus imposing this position, alone has to 
be overcome to alter the position. On the intact side, while 
contractile tone is responsible for the position of extension, 
it is assisted by plastic tone, which tends to fix the length 
of the muscles necessary to maintain this position. When 
contractile tone is overcome on the partially denervated 
(that is, deprived of sympathetic nerves) side no further 
resistance to movement is offered. On the opposite side, 
though resistance suddenly gives way when reflex shortening 
of the extensor muscles (that is, contractile tone) is over- 
come, some degree of resistance to passive flexion is still 
maintained, because 
plastic tone still 
persists. As Walshe 
pointed out, 
this phenomenon 
has its counterpart 
in the clasp-knife 
effect of decerebrate 
rigidity. 

Decerebrate 

Yad rigidity is due to 

Seca the presence of an 

exaggerated degree 
By 6.—Decerebrate goat with both fore of both contractile 
sympathetic innervation) is relaxed. Head The extended posi- 
and neck fixed to prevent Magnus and tion imposed by 


de Kleijn phenomena. Note the force 
necestary to bend the right hind limb. contractile tone (as 
the result of the 


selective reflex shortening of the extensor muscles) is 
rigidly maintained by the fixation of the extensor 
muscles in their shortened state by plastic tone. In the 
absence of plastic tone this rigid fixation is no longer 
apparent, anc. the limb fails to maintain the extended 
posture (Fig. 6) once the reflex shortening of the extensors 
dependent upon impulses emerging through the intact 
medullated somatic nerves ceases, The active posture of 
extension is now no longer maintained. 


When the limb was passively extended or relaxed spon- 
taneously it would fall into a semiflexed position deter- 
mined by gravity and the length of the fibrous tissues 
contained within the limb. If the knee-joint were now 
passively flexed or extended the leg would resume its 
original posture. In other words, a passive posture charac- 
terized the limb instead of the ability to occupy active 
postures, which is the property of the normal musculature 
in the decerebrate preparation. For the ‘“ shortening and 
lengthening reactions ’’ are no longer exhibited—that is, 
plastic tone is absent. 

Unquestionably these three manifestations of the loss of 
plastic tone are not so clearly exhibited when the interval 
between lumbar sympathectomy and decerebration is short 
—for example, when decerebration is performed on the same 
day as that on which the lumbar sympathetic trunk is 
removed. I have records of three decerebrate preparations 
that exhibited the ‘‘ lengthening and shortening reactions ”’ 
in this way when both procedures were carried out on the 
same day. In each of these, however, the resistance to 
passive flexion and the tendency for the maintenance of 
the extended position were definitely less than on the 
control side. 

The explanation of the progressive loss of plastic tone 
may be that this property of skeletal muscle is less depen- 
dent upon impulses emerging from the central nervous 
system than is contractile tone. In this respect skeletal 
muscle would resemble, to a certain degree, smooth muscle, 
the tone of which is not absolutely dependent upon its nerve 
supply. However, there are difficulties in accepting this 
analogy as an adequate explanation, because recovery in 
the tone of involuntary muscle occurs as time advances 
following denervation. But in view of the fact that only 
some muscle fibres receive sympathetic nerve fibres and are 
therefore alone responsible for the property of plastic tone 


‘(see the first lecture), it is feasible that these denervated 


‘*fixing’’ fibres slowly lose this property following sym- 
pathetic denervation, so differing from the neighbouring 
‘* movement fibres,’ which are absolutely dependent for 
their property of contractile tone upon the intactness of 
the central connexions of the somatic nerve fibres that 
supply them. Moreover, in the lumbar operation so far 
employed, it is necessary to bear in mind that. all the 
sympathetic ganglia from which the grey rami to the lower 
limb arise are not removed, though efferent impulses from 
the spinal cord to them are eliminated. This fact may 
perhaps in some measure account for the progressive loss of 
plastic tone. However, the whole problem of the deter- 
mination of the time necessary to produce the complete 
effect after sympathetic denervation is now being investi- 
gated. It can best be solved by studying the effects of the 
operation in the chronic decerebrate animal described by 
Bazett and Penfield.'* Delaying the operation of decere- 
bration until a long interval after the removal of. the 
sympathetic cord disposes of certain claims that have been 
made in the attempt to explain the changes revealed after 
sympathetic denervation. In the first instance diminution 
in tone cannot be ascribed to sensory inhibition due to the 
wound inflicted in performing the operation of sympath- 
ectomy,?* for ample time is provided to allow healing of the 
wound to occur. Nor are the changes due to vaso-dilatation, 
because the diminution in tone persists, or even increases 
in degree, although the vasomotor changes are a maximum 
immediately after the operation. 

Sympathetic ramisection in human_ patients affords 
similar results in this direction; for the loss of plastic tone 
has persisted for twelve months in the case of Royle’s first 
patient subjected to the operation, although obvious vaso- 
motor changes were present only in the first few weeks. In 
other patients the circulatory disturbance has been of 
greater duration ; but it had a general tendency to be 
reduced in degree, while the loss of plastic tone was still 
apparent. Some of the effects of sympathetic ramisection 
upon tone may, however, be due to the attendant increase 
of blood supply to the limb. I refer to its effect upon 
contractile tone. Dr. Royle has noticed, for instance, that 
cold has less effect in increasing contractile tone in the limb 
of a spastic paraplegic which has been subjected to opera- 
tion than in the limb of the opposite side. As a result of 
vaso-constriction the limbs of the spastic paraplegic are 
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invariably colder than normal. The advent of vaso-dilata- 
tion (with an attendant increase in temperature of the 
limb) lessens the degree of contractile tone. This reduction 
is greater immediately after the operation than it is subse- 
quently, for the vasomotor changes become less marked as 
time proceeds. But the reduction in plastic tone pro- 
gresses in the opposite direction. 


The Method of Examination of the Animal. 

After removal of the sympathetic innervation of one limb 
the otherwise intact goat can walk, and run, in the normal 
manner. The characteristic change produced by the opera- 
tion is revealed, however, if the animal is placed in the 
supine position with its head held rigidly in the mid-line. 
All limbs take up an extended posture under these con- 
ditions, but, as Dr. Royle has shown, when the cause for 
alarm is removed by gentle handling of the animal—for 
fear excites the defensive reaction of extension—the lower 
limb of the operated side falls from the extended position 
into a passive posture determined by mechanical factors. 
This method of examination for changes in the postural 
tone of the limb was adopted with advantage for the decere- 
brate preparation. The goat is placed in the supine posi- 
tion in a cradle and the head is held firmly in the median 
line, or the animal is first encased in a leather jacket which 
fits round the trunk and neck, and then placed in the cradle. 
In this way the effects of the tonic labyrinthine and neck 
reflexes of Magnus and de Kleijn are excluded. Under 
these conditions the typical extensor posture, as already 
explained, is assumed by all four limbs. But after a short 
period the limb which has been deprived of its sympathetic 
innervation falls under the action of gravity to a passive 
posture of abduction and semiflexion. 

By this method of examination any defect in the main- 
tenance of posture is readily indicated by failure of the 
skeletal musculature to support the weight of the limb. 
This is a matter of importance, for efforts to test for 
diminution of tone by passive movement set up a reflex 
spasm of the musculature of the limb which is evidence of 
the excitability of the nervous connexions responsible for 
contractile tonus. Clinicians are familiar with this observa- 
tion. For spastic muscles may before palpation show no 
evidence of an increased degree of contraction: but a reflex 
tonic contraction is set up immediately passive movement 
is attempted. In the first phase the posture is maintained 
predominantly by plastic tone. After examination of the 
limb is commenced increased contractile tone is superadded. 
Obviously the effect of passive movement will be to obscure 
any diminution in the degree of plastic tone. Nevertheless, 
passive movement overcomes contractile tone alone more 
easily than contractile and plastic tone combined. 

The results of my experiments on the wings of birds are 
so important and illuminating that, at the risk of making 
this account unduly long, I must make some reference to 


them. 
REFERENCES. 
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In 1923 I published maps' showing a close world-wide 
relation between high rainfall and high leprosy incidence, 
and also demonstrated the same point in detail for India 
by means of the leprosy census figures and a study of the 
rainfall records of two thousand stations in that country, 
the only exception being that the disease appears to have 
spread from the wet Bombay coast into the comparatively 
dry Deccan along the oldest known trade routes in India. 
I also collected data regarding the incidence of tuberculosis 
in a number of tropical countries, but found the relation 
to rainfall to be less striking than in the case of leprosy, 
while M, Kerandel? has recently come to a very similar 


they total over one million persons. 


conclusion from a study of tuberculosis in the French 
colonies, as, although the hot, dry climate of the Sudan 
is unfavourable to the development of tuberculosis, he found 
no general close relationship between climate and the inci- 
dence of the disease. This is largely due to the variations 
in the type of the disease with the degree of tuberculization 
of races. Those recently infected, such as in some areas of 
Oceania and tropical Africa, show the acute rapidly fatal 
infantile type with a low percentage of positive tuberculin 
reactions; while in Indo-China, with evidence of centuries 
of tuberculosis, the more chronic European type with a 
fairly high percentage of tuberculin reactions is found. 
This is also the ease in India, where I met with many cases 
of fibroid phthisis in the post-mortem room, in spite of the 
disease running a somewhat more rapid course in that hot 
climate than in Great Britain, as A. Powell* also found in 
Bombay. 

India, therefore, presents very favourable conditions 
for a study of the incidence of tuberculosis in relation to 
climatie conditions, for this large country shows extremes 
of rainfall from 500 inches on the south side of the 
Khasia Hills of Assam to 5 or less in North-western 
India. It also affords splendid meteorological records, and 
reliable data regarding the incidence of phthisis in the 
jail population; these institutions are under Indian 
Medical Service officers, and necropsies are regularly per- 
formed on fatal cases, and the actual figures and the rates 
per mille are published in the annual reports of the Sani- 
tary Commissioner with the Government of India. For the 
purposes of the present inquiry I have worked out the 
phthisis rates of all the jails for ten consecutive years; 
I have selected a 
decade subsequent to the 1891-92 influenza pandemic, and 
prior to that of 1918, which so greatly increased deaths 
from tuberculosis in India. The yearly figures for each of 
the areas into which India has been divided in relation 
to the climatic features for the purposes of the Sanitary 
Commissioner’s report, show such closely similar figures 
year by year that they are clearly sufficient for the purpose 
in view. 

The distribution of pulmonary tuberculosis in the Indian 
jails thus obtained is shown in rates per mille of the jail 
population in Map 1, the crossed lines representing over 
10 per mille, the single horizontal lines 7 to 10, the dotted 
areas 5 to 7, and the unshaded parts under 5 per mille, 
the actual figures being entered in the squares in each 
area, with the number of the area above it. The left-hand 
small inset map shows the annual rainfall distribution of 
India, while that on the right gives the absolute humidity, 
or mean daily aqueous vapour pressure, of July at the 
height of the south-west monsoon rainy season; this allows 
ready comparison of the high and low tubercle areas with 
the rainfall and humidity, which may now be considered. 
The numbers in parentheses refer to those of the different 
areas for convenience of reference, 


Relation of Tuberculosis to Rainfall. 

The first point to be noted is the general relation, with 
certain exceptions, of high tubercle rates and high rainfall, 
as shown by the very high tubercle rate of 13.7 in Bengal 
with the very heavy rainfall of over 75 inches, and of 
10.9 in the West Coast area (10) with 100 inches of rain 
annually. Connecting these two areas is the eastern 
Madras coast (11b and 11c) with 10.6 to 12 per mille, and 
an annual rainfall of 30 to 50 or more inches; here it is 
important to note that, although the total rainfall of the 
Madras coast is less than that of Bengal and the western 
coast, it is distributed over seven or eight months of the 
year, instead of being limited to the four monsoon months 
from the middle of June to the middle of October, as in 
most parts of India, for the Madras coast gets part of the 
south-west monsoon, followed by the exclusive influence of 
the: north-east monsoon from October to December, so that 
its climate is particularly humid. Its relative and absolute 
mean annual humidity is, in fact, greater than that of any 
other part of India except Lower Burma. On the other 


hand, Central Madras (lla) has the comparatively 


annual rainfall of 20 to 30 inches, but the high tubercle 
rate of 11.7 per mille. This exception requires explana- 
tion; this area has a low leprosy incidence. The Andaman 
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TUBERCULOSIS IN INDIA. 
AREAS AND RATES PER MILLE. 


1. Burma Coast... .. .. 841 8a. Gujerat 6.9 
2. Burma Inland oo 8b. CentralIndia . — 
3. Assam Valleys 9a. Central Provinces ... 5.3 
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6a. E. Upper Sub-Himalayan 8.9 | 116. 8.E. Madras... +. 10.6 
6b. W. Upper Sub-Himalayan 8.2 | lle, W.E. Madras ... wo ae 
Ja. N. Indus Valley... 9<5 1 13. Hills 
7b. S.Indus Valley ... «o. 62 ' 13. N.W. Frontier .. .. 43 
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Mar 1.—The incidence of tuberculosis in India in relation to rainfall and humidity. 


Islands, to the south-west of Burma (see inset of Map 2) 
have an annual rainfall of 114 inches and a very high 
degree of humidity, and in accordance with this its large 
jails show the high tubercle rate of 10.7 per mille. 

The moderately high tubercle incidence of 7 to 10 per 
mille occurs in two distinct areas, one on either side of the 
very tuberculous Bengal area. To the east is Burma, with 
avery high rainfall (except in a central inland area which 
has a comparatively low annual rainfall); but the whole 
province has a high degree of absolute humidity, both 
during the monsoon months (see right-hand inset of Map 1) 
and for the whole year, as in the case of Madras. To the 
west of Bengal the moderately high tubercle area extends 
throughout the sub-Himalayan divisions of Bihar, the 
United Provinces, and the Punjab (5 and 6) as far as the 
main Indus River; this in spite of the fact that the rain- 
fall rapidly decreases in the south-western portions of the 
Punjab to below 30 inches annually. Here, once more, on 
turning to the humidity we find that during the monsoon 
months the mean daily aqueous vapour pressure reaches as 
high as 0.850 in July throughout the sub-Himalayan area 
up to the Indus—that is, just as far as the moderately 
high tubercle incidence extends (see right inset of Map 1). 
So that here, as in Central Burma, a high degree of 


humidity is carried by the monsoon current considerably 


beyond the region in which a high rainfall is precipitated. 

e may, therefore, conclude that every part of India with 

tubercle rates of over 7 per mille has a humid climate 

during the rainy seasons, with the partial exception of 
Cc 


Madras (lla), which is, however, influenced by the north- 
east monsoon during the autumn months; in the case of the 
latter, however, and of the south-west of the Punjab, the 
annual rainfall is comparatively low. 

The moderately low tubercle rate of 5 to 7 per mille, 
which is below the average rate for the whole country, forms 
a well defined belt stretching right across Central India to 
the south of the sub-Himalayan area (5, 6a, and 6b), and 
includes from left to right in Map 1 Sind (7b), Gujerat (8a), 
Eastern Rajputana and Central India (8b), and the Central 
Provinces (9a), and all but the easterly part of the Central 
Provinces have a low or moderate rainfall limited to the 
period of the south-west monsoon. 

The lowest tubercle rates of under 5 per mille, or less 
than half those of the highest areas, are found in four areas 
presenting very different climatological features, and are 
therefore of especial interest, since they cannot be fully 
explained in relation to rainfall and humidity alone. The 
lowest rate is in the extensive area of the Deccan and 
Berar (9b) with only 2.7 per mille, or one-fourth of the 
high areas. It is noteworthy also that this division is 
immediately contiguous with the highly tuberculous West 
Coast area (10), from which it is separated by the Western 
Ghat mountains. This is shown in Map 2, in which the 
dotted portions represent hills between 2,000 and 3,000 feet, 
those marked by single horizontal lines hills of 3,000 to 
6,000 feet, and the crossed lines hills upwards of 6,000 feet ; 
these hills cut off the south-west monsoon to such an extent 


‘that the coastal rainfall of upwards of 100 inches is reduced 
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to under 30 inches in much of the Deccan, and in a small 
area to under 20 inches annually (see left inset of Map 1). 
On the south the Deccan borders on Southern Madras, which 
receives the full influence of the autumn north-east mon- 
soon, which does not affect the Deccan itself. Further, the 
absolute humidity during the monsoon months is the lowest 
in India in the dry Deccan area, as shown in the right 


or absolute humidity, is as low as 0.700 to 0.650 in this area 
during the height of the monsoon in July; this is in striking 
contrast with the relation between high absolute humidity 
and high tubercle incidence already shown. Similar con- 
ditions obtain in the North-west Frontier Province (13), 
which has a very low rainfall and comparatively low 
humidity because the south-west monsoon current of the 
Bay of Bengal does not reach quite as far as this area, 
the northern portion of which is protected from the damp 
monsoon currents by the Salt Hills, represented by the 
small shaded area to the east of the Upper Indus in Map 2; 
this area has the next lowest tubercle rate for the plains 
of India (4.3 per mille). 

The two remaining areas of low tubercle prevalence pre- 
sent very different features from those just dealt with. 
Area 12 includes the Himalayan hill stations, together with 
a small jail in the Assam Khasia Hills; the rate per mille 
is only 3.6, and is lower than any except that of the 
Deccan. The Himalayas and Khasia Hills have high rain- 
falls and great humidity during the monsoon months, but 
a much lower temperature than the plains (they are at an 
elevation of from 5,000 to 8,000 feet); so some other factor 
must be sought for to explain their low tubercle rates. The 
remaining area of the Surma and Brahmaputra valleys of 
Assam (the Khasia Hills jail being included in area 12 
just deal with) has an exceptionally heavy rainfall of over 
75 inches annually, together with a most humid climate 
without even the coolness of the hill area; yet the tubercle 
rate was only 4.5 per mille, the Surma valley rate (to the 
south of the Khasia Hills, and continuous with Eastern 
Bengal) being as low as the Brahmaputra valley one. This 
condition of affairs cannot be explained in relation to rain- 
fall and humidity, any more than the high rate in the com- 
paratively dry Central Madras area. Some other influencing 
factor must, therefore, be sought. 
logical Atlas of India of the Meteorological Department, 
which gives maps illustrating the monthly and annual rain- 
fall, clouds, relative and absolute humidity, temperature, 
including its diurnal variations, and the pressure and air 
movements. All of these data I have studied in relation to 
tubercle distribution in India, with the result that the key 
to the problem appears to reside in the monsoon barometric 
pressures and air movements, that of the middle of the 
rainy season in the month of August being shown in Map 2, 
while the small map illustrates the same data in December 
during the north-east monsoon. 


The Pressure and Air Currents in India in Relation to 
Tuberculosis. 

The annual rainfall of India is very largely precipitated 
during the four south-west monscon months, when the baro- 
metric pressure is lowest in the north of India. The 
Madras Presidency is an exception, inasmuch as it receives 
much of its rain in the last three months of the year during 
the north-east monsoon, when the more northerly parts of 
India have a high pressure and no rain. In the maps the 
arrows represent the direction of the monsoon currents, 
their length indicates the steadiness of the wind, and the 
number of the feathers its velocity, increasing from two to 
over twenty miles an hour with the increase in the number 
of the feathers. About the middle of June the south-west 
monsoon strikes the west coast of India, much rain being 
precipitated on the coast and on the Western Ghats, and 
but little in the Deccan to the east of the mountains, while 
north of this range a weaker part of the current passes 
through Gujerat to Central India, and is broken up by the 
hills of this area, to which it gives only moderate rainfall. 
To the south of India the monsoon enters the Bay of 
Bengal, furnishing abundant rain to the Andaman Isles and 
to the Burma coast and the Irrawaddy valley ; it then passes 
up along the Orissa and Arrakan coasts, to enter Lower 


inset of Map 1; the mean daily aqueous vapour pressure, : 


I turned to the Climato- . 


Bengal at the delta of the Ganges and Brahmaputra rivers; 
meeting the lofty Himalayan barrier, it turns north-west up 
the Ganges valley in the sub-Himalayan region as far as 
the Upper Indus valley, to disappear just to the east of 
the North-west Frontier Province. This is shown by the 
arrows in the larger map.' In the smaller map of the 
north-east monsoon in December it will be observed that all 
the winds are dry land winds with the exception of Southern 
India, over which the humid currents from the Bay of 
Bengal blow across the east coast (11b and 1lc) and the 
southern central area of high tubercle prevalence (lla), as 
shown in the inset of Map 2. 


Relation of Rain-bearing Currents to Tubercle 
Incidence. 

It will at once be evident that the highest tubercle 
incidence in Bengal and in the west coast area corre- 
sponds with the strongest south-west monsoon currents, and 
that of the Madras Presidency to those of the north-east 
monsoon, while the coast areas also have humid afternoon 
sea breezes even in the rainless periods. (The conditions at 
8 a.m. are shown in Map 2 (larger map); those at 10 a.m, 
are shown in the smaller map.) The moderately high 
tubercle areas of Burma and the sub-Himalayan districts also 
feel the full effects of the monsoon currents; the moderately 
low areas of Central India have weaker monsoon currents, 
and also receive a good deal of protection from their low 
mountain ranges and hills, while the lowest tubercle area 
in the Deccan is protected both from much rain, and still 
more from the rain-bearing monsoon currents, by the 
Western Ghat mountains. 

Turning now to the puzzling conditions presented by 
Assam, with high rainfall and humidity but low tubercle 
rate, we find that the short Surma valley to the south of the 
Khasia Hills is completely protected from the main monsoon 
winds by the Arrakan and Tipperah Hills to its south, over 
which the rain-bearing currents pass to strike the top of the 
southern face of the Khasia Hills, rising nearly vertically to 
4,000 feet at Cherrapunji, which records the highest known 
rainfall of the world, of 300 to 500 inches annually. Yet 
the short arrow shown in this valley in Map 2 indicates 
only an unsteady slight wind blowing in a westerly diree- 
tion from the Manipur Hills to its east, and south-west 
monsoon winds do not enter the valley. Still more pro- 
tected from the monsoon currents is the narrow Brahma- 
putra valley between the Garo, Khasia, and Naga Hills, 
running up to 4,000 to 6,000 feet to its south, and the 
mighty still largely unexplored Himalayas to its north. 
I can find no other explanation of the very low tubercle 
rate of the Assam valleys than this protection by mountains 
from the rain-bearing winds, in spite of the heavy rainfall, 
as the Sylhet district of the Surma valley has a dense 
population, which has for centuries been in close com 
munication with highly tuberculous Bengal. 

There remains to be explained the exception in the oppo 
site direction—namely, the high tubercle rate with a low 
rainfall in Central Madras (lla), for although this area is 
exposed to the autumn north-east monsoon currents it 
receives, as compared with the east coast area (11b), less 
rain from them. On examining the height of the Western 
Ghat mountains, as shown by the shading in Map 2, it will 
be observed that there are three portions running up to 
between 3,000 and 6,000 feet or more in height, separated 
by two gaps of low hills. In the southern of these (the 
Palghat gap) they do not even reach 2,000 feet, while the 
more northerly gap shows only a very narrow belt just over 
2,000 feet. Both of the arrows shown in the lower gap point 
to dots, which represent the positions of the Coimbatore 
and the Salem jails, while that in the more northerly gap 
points to Bellary: the only three jails furnishing the 
tubercle figures of Central Madras (lla), and each is 
situated in the direct path of the humid monsoon winds 
after they have deposited most of their rain on the Ghats. 
A little below the middle of the most northerly of the three 
high portions of the Western Ghats is another arrow 
pointing to a dot just to the east of this broad and high 
mountain barrier; it represents Bijapur, which is only 4 
little more than a hundred miles north of Bellary, but iv 
the dry sheltered Deccan, and has a very low tubercle rate, 
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Map 2.—Barometric pressures and air movements during south-west and north-east monsoons. 


in marked contrast to the high rates of Coimbatore and 

llary, situated in the exposed gaps in the mountains. 

Thus we find that the two striking exceptions to the rule 
of high rainfall and humidity and high tubercle incidence, 
and vice versa, are both readily explainable on the ground 
that exposure to humid monsoon winds, apart from actual 
high rainfall, favours tubercle, as in Central Madras, and 
that shelter from such winds, in spite of very heavy rain, 
4s in Assam, lessens the incidence of the disease. The low 
tubercle rate in the hill jails is also explained by the fact 
that most of them are protected from the direct influence 
of the monsoon currents by higher hills to the south of 
them; in addition to a cool climate. 


Conclusions. 
The direction, steadiness, and strength of the rain- 
‘ring winds appear to be the most important factors, 


in addition to high rainfall and absolute humidity, in 
influencing the prevalence of pulmonary tuberculosis in 
Indian jails. 

These observations are in accordance with the well known 
observations of Dr. W. Gordon of Exeter* on the relation 
between exposure to humid winds in Devonshire and the 
incidence of phthisis, and afford them strong support on a 
very large scale, since the monsoon-influenced Ganges and 
Upper Indus valleys extend over 1,400 miles. 

Their bearing on the choice of a residence for an actual or 
potential phthisical patient, and on the choice of sites for 
sanatoriums, is obvious. 
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SOME AFFECTIONS OF EPIPHYSES.* 


BY 
H. A. T. FAIRBANK, D.S.O., M.S., F.R.C.S., 


SENIOR ORTHOPAEDIC SURGEON, KING’S COLLEGE HOSPITAL; SURGEON 
TO THE HOSPITAL FOR SICK CHILDREN, GREAT ORMOND STREET. 


I propose to begin my address on some affections of 
epiphyses with an account of three traumatic cases, all 
boys of 16 years of age, and all sent up from the same school 
by the same doctor, Dr. A. M. Amsler. These cases seem to 
me of importance, since the lesion in each case is easily 
missed unless perfect radiograms are available. They 
emphasize the importance of gz-ray examinations in all 
cases, however trivial, in which it is possible that a lesion 
of a bone has occurred. 

The first is an early separation of the femoral head—that 
is, an early adolescent coxa vara. A common history in 
such a case is that of a series of two or three minor 
accidents, such as falls in the football field, leading in 
each case to a limp, which finally becomes persistent and 
increases. It is of the greatest importance to recognize 
this condition in its early stages and to take steps to 
prevent its increase, but it is rare, in my experience, for 
the surgeon to see a case before considerable displacement 
has occurred. 


Case I. 

A boy, aged 16, in September, 1922, fell on the right knee without 
jnare himself much, and on return to school he fell twice in the 
football field and hurt his right hip; after the second fall the hip 
continued to give pain; the pain was in the groin and on the outer 
side of the hip; a trip increased the pain. When seen, a month 
or so later, he was limping and the pain was increased by walking 
or even moving the hip when sitting. 

n examination the hip showed no deformity, bat there was 
slight fullness in the groin with tenderness here and over the 
trochanter. Abduction and internal rotation were limited; flexion 
and extension were only slightly limited. Shortening amounted to 
three-eighths of an inch, and there was slight wasting. There was 
gain on jarring the heel, and also, though less marked, on jarring 
the trochanter. The skiagram shows widening of the epiphyseal 
line and definite, though slight, depression of the right femoral 
aead on the neck. Weight extension was applied and the leg put 
ap in abduction and internal rotation, these two being increased 
lay by day till extreme limits were reached, when the limb was 
fixed in plaster-of-Paris. 1t was hoped that the small amount of 
lisplacement of the head of the femur might be corrected, but 
unfortunately this was not achieved. The plaster cast was left on 
for three months and a walking calliper worn for a year. No 
increase of the deformity occurred. 


It. 

The next case, also a boy aged 16, after falling once or twice in 
the football field without hurting himself particularly, noticed 
pain in the left hip while running, and found he could not kick 
with the left foot. After this game he played twice only, as on 
each occasion he had experienced pain after five minutes’ play. 
In an hour or so the pain had disappeared, and he only felt the 
hip on twisting or jumping. Walking caused no pain and there 
was no limp. 

Physical examination was negative when seen three weeks after 
the onset, but some thickening of the trochanter had been noticed, 
and this had gone down with massage. A radiogram showed 
partial separation of the great trochanter, the space at the site 
of the = line of the — trochanter being definitely wider 
on the lett than on the right. Abstinence from all games for a 
couple of months or so effected a cure. 


Separation of this epiphysis is usually complete and the 
result of direct violence. Although it might be expected 
that muscular action would be a not uncommon cause, the 
lesion usually results from direct trauma. A few cases due 
to muscular contraction have been recorded, but they are 
not very convincing. The commonest period for its occur- 
rence is from the thirteenth to the sixteenth years. The 
displacement is usually not great and the diagnosis is 
difficult. In the recorded cases, mostly reported some years 
ago, a surprising number seem to have been complicated by 
infection of the haematoma. Of 11 cases (Poland) 6 were 
followed by suppuration and 5 of these died. Some seem to 
have been primarily infective osteomyelitis with secondary 
separation of the epiphysis. 


Case mI. 
- This patient showed an even rarer injury. A lad of nearly 17 
that while playing football running all ous this 
left hip suddenly hurt him an es way so that he fell, another 
boy falling over him. He finished the game, but with pain. When 
seen five days later he said he had only a little pain on walking, 
but any attempt at running caused considerable pain. He did not 


* Presidential Address to the Section of Orth i 
Society of Mcdicine, October 7th, 1924. ° — 


limp and no physical signs were present. The radiogram shows 
separation of the epiphysis of the anterior inferior iliac spine, the 
centre for which appears at the fifteenth year or later. Games 
were forbidden for a few weeks. 


This would seem to be a very rare injury. Poland gives 
a few cases in his wonderful treatise on epiphyses. This 
injury usually gives rise to greater disability than in my 
case, the hip being flexed, and it is difficult or impossible 


for the patient to extend the hip and the knee. Soft: 


crepitus may be obtained. The avulsion usually occurs in 
sprinters in the violent effort of starting a race. The 
reflected head of the rectus, which is not torn, prevents 
great displacement. 

We may now pass on to consider the tubercle of the tibia, 
While there is some doubt as to whether the so-called 
Schlatter’s disease is necessarily traumatic in origin, though 
certainly aggravated and kept up by the pull of the liga- 
mentum patellae, there is no doubt that all types of cases 
are met with, from the complete traumatic avulsion of the 
tubercle to the case where no displacement is present and 
trauma seems to play no part in the onset. 

The following case*is at one end of the series, and is, 
I think, exceptional in that the plane of fracture passed 
up through the epiphysis into the joint, the anterior part 
of the articular surface of the tibia being displaced. A boy 
of 14, while attempting to jump a rope, felt something 
give in the knee as he took off with the left foot. A skia- 
gram showed the displaced fragment to consist of the 
anterior third of the articular surface of the tibia as well 
as the tubercle. At operation the fragment was forced back 
into place and fixed there with a beet-bone screw, the drill 
hole being tapped to fit the screw. The result was entirely 
satisfactory. In another case, that of a boy aged 14 who 
had had symptoms for four months, a radiogram of the 
knee showed the typical fluffy condition of the tongue-like 
process forming the tubercle and of the bone beneath it, 
with some irregularity of the intervening cartilage. 
Abstention from all games for a time has been sufficient 
in most of my cases to relieve symptoms, though the possi- 
bility of a recurrence cannot be said to have disappeared 
till fusion of the tubercle with the shaft of the bone has 
occurred, 

I now want to refer to a less known, though not less 
common, affection of a similar nature—namely, osteo- 
chondritis of the heel epiphysis. This, like the affection pre- 
ceding it, and that which is to follow, is an affection of an 
epiphysis to which a strong tendon is attached, so that 
trauma would ‘naturally be expected to play a part in the 
causation. While in ‘‘ Schlatter’s knee ’’ trauma plays a 
more prominent part than in the others, it is difficult to get 
away from the impression that a mild infection must play 
a part in all, and more particularly in the cases of the 
heel and of the navicular tubercle to be mentioned later. 
This infection and resulting inflammatory change is 
necessarily aggravated by the pull of the tendon attached 
to the affected epiphysis, and there is no doubt that violent 
exercise does increase the symptoms and that rest is followed 
by partial or complete relief. While in the case of the 
tibial tubercle, as already mentioned, definite traumatic 
displacement, partial or complete, does occur as a result 
of violent action of the quadriceps, I know of no convincing 
case of separation of the epiphysis of the os calcis, nor of 
the navicular tubercle, though I have one case to show you 
of fracture of the os tibiale externum. The vast majority, 
if not all the cases of supposed tearing off of the navicular 
tubercle, are really explained by the presence of a separate 
centre of ossification in this tubercle—the so-called os tibiale 
externum. Although in the affection under consideration 
an infective focus is probably present, it is not easy to find 
asarule. More than one writer has drawn attention to the 
similarity of these affections to pseudo-coxalgia and to 
Kdéhler’s disease. In the case of the former, the femoral 
head being an epiphysis subject to very considerable strain, 
the similarity is striking, but in Kéhler’s disease the radio- 
graphic similarity between the affections is not neatly s0 
convincing, nor in this case is the bone, the tarsal scaphoid 
as a whole, subject to an unusual amount of strain. 

Osteo-chondritis of the heel affects boys rather more 
frequently than girls and is more commonly bilateral than 
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unilateral, the left heel being affected in my small series of 
fuurteen cases much more frequently than the right. The 
ages of the patients varied from 8} to 15 years. In only 
one, in whom the affection was started by a jumping com- 
petition, was anything in the way of unusual trauma dis- 
covered. The diagnosis depends on local pain and tender- 
ness and the a-ray changes. The pain is definitely in the 
heel and not beneath it, and is aggravated by violent exer- 
cise; the tenderness is on one or both sides, at the margin 
of the epiphyseal line, and occasionally at the back of the 
heel; swelling may be present, but is often absent. Flat- 
foot may be present, and occasionally there is some shorten- 
ing of the calf muscles. Radiograms show a fluffy, eaten- 
out, or fragmented epiphysis with unusual irregularity of 
the adjacent posterior surface of the body of the os calcis. 
Great irregularity of this surface has been met with—in a 
large number of radiograms specially examined—only when 
symptoms of the disease had been present at some time or 
other in the case. It must be remembered that the epi- 
physis may ossify by more than one centre, and, as in the 
case of Schlatter’s disease, radiograms must be examined 
in conjunction with the clinical evidence, unless the changes 
are very marked or unilateral. This is apt to be a chronic 
complaint, and while only occasionally is complete rest, even 
in plaster, indicated, abstention from all violent exercise 
may have to be enforced for several months. Cure, as in 
the case of the tibial tubercle, takes place when fusion of 
the epiphysis with the rest of the bone occurs, but for- 
tunately symptoms may subside long before this. The later 
the affection occurs the better, therefore, the prognosis. 
One case of a relapse after an interval of two years was 
met with. I will now show you radiograms of three cases: 


(a) A girl, aged 84, with pain on the inner side of the left heel 
of some months’ duration. 

(>) A boy, aged 12, with pain in the right heel for two months. 
Irregularity of the subepiphyseal curface of the body of the bone 
is well marked. Later the other heel developed symptoms. 

(c) A girl, aged 13, with pain in the right heel of two months’ 
duration. She complains of pain and tenderness after runnin 
or jumping. Flat-foot is present. The radiogram shows fragmented, 
fluffy epiphysis on the right side. 

Precisely similar in nature is an affection of the tubercle 
of the tarsal scaphoid, to which is attached, of course, 
the tibialis posticus tendon, I have seen both the scaphoid 
and the os caleis affected in the same foot. It may be 
as well to say that I am not speaking of Kéhler’s disease, 
or isolated disease of the navicular, but of an entirely 
different condition, Here we are dealing with an affection 
of the navicular tubercle only, and not of the whole bone. 
A child or adolescent complains of painful flat-foot, the 
navicular tubercle being unusually prominent, painful, and 
tender, the tenderness being usually on the posterior aspect 
of the process rather than on the tip, which might well 
be rubbed by the boots. An interesting fact, and one 
I have not seen mentioned, is that almost invariably a 
separate centre of ossification is present in these cases for 
this tubercle—the so-called os tibiale externum. In 11 
cases, with bilateral symptoms in 7, making 18 feet in all, 
one or more centres of ossification for the tubercle were 
present in 13, in 2 others there is a questionably minute 
fragment of bone, while in one double case radiograms are 
not available to decide the point. The presence of an 
epiphysis at this point makes the anatomical conditions 
similar to those in the heel and the tibial tubercle. In 
ouly one or two has there been any suggestion of fluffiness 
of this epiphysis, if we.may so call it. Girls are nearly 
twice as commonly affected as boys, in contrast to the 
heel cases, the ages varying from 9} to 16 years in my 
series, the girls being rather younger. The sides are 
equally affected. The undue prominence of the tubercle, 
which is of course extremely common in painless flat-feet 
in children, is often equally great on the two sides, even 
though signs and symptoms are unilateral, while the os 
tibiale externum is usually bilateral. It is not known, so 


far as I am aware, what is the usual fate of this bone. 
it certainly may remain as a separate fragment throughout 
life, ‘while the appearances seen in some feet strongly 
Suggest that a separate bone had been present and had 
united to the navicular. 


The feet are almost invariably 


flat, and in rare cases the calf is contracted. These cases 
are not quite so obstinate as the heel cases. Treatment 
should aim at supporting the arches and ordering a varying 
degree of rest according to the severity of the symptoms. 
Plaster may be advisable for a time. Exercises, etc., for 
the cure of the flat-foot must be delayed till all pain and 
tenderness have disappeared. I will show you radiograms 
of three typical examples: 


(a) Boy, aged 13, with local pain and swelling for ten days only 
of the left navicular tubercle. Slight valgus was present; os 
tibiale externum on both sides, but larger on the left. 


(b) Girl, aged 14, with bilateral flat-foot. Prominent navicular 
tubercle on the left. Tender at back. Pain on walking much for 
some weeks. There is some irregularity of the os tibiale externum 
on the left. 

(c) Boy, aged 13, with prominence of both navicular tubercles, 
but only the right was tender at back. Three fragments of bone 
are seen in the region of the navicular tubercle. 


Another radiogram is from a woman of 51 who had 
turned her ankle in 1923 and had had pain in the foot 
ever since, An os tibiale externum is present on both 
sides, but on the right the bone is apparently fractured. 
I have not met with a similar radiogram. A month’s rest 
was followed by return of pain as soon as she got up 
again. Removal of the bone was recommended. 

I now want to show you a radiogram in which is seen 
a separate centre of ossification for the internal malleolus. 
This is'a very rare condition and apparently unknown to 
many anatomists. Curiously enough I have met with 
5 cases: in 3 the condition was bilateral, in 2 unilateral; 
4 had severe flat-foot with pain, one also having peroneal 
spasm: the condition was only revealed by routine z-ray 
examination. Only 2 showed any local signs, and in these 
the tenderness, and in one also some swelling behind and 
below the malleolus, rather suggested teno-synovitis of the 
tibialis posticus tendon, but this could not be connected, 
directly at any rate, with the presence of this separate 
epiphysis. The radiogram shown is from a girl aged 10 
who complained of pain and flat-foot. She had been 
kicked on the right ankle five months previously, and when 
seen there was a puffy, tender swelling below the internal 
malleolus on this side. The separate epiphysis is bilateral. 
It is extremely unlikely that the existence of this epiphysis 
had any relation to the symptoms. 

Lastly I show you a case of dislocation of the elbow 
with separation of the epiphysis of the internal epicondyle. 
During reduction by the doctor, the separated internal 
epicondyle was by some chance caught between the humerus 
and ulna. At operation we were able to free the detached 
piece of bone, and, after drilling it, to stitch it back some- 
where near its correct position. This would appear to be 
a very rare condition, though, as often happens with rare 
affections, four such cases have been met with in the last 
two years; in each the diagnosis has been confirmed at 
operation. It would appear to be advisable to keep these 
cases in mind, particularly when recovery is delayed after 
reduction of a dislocation of the elbow. 
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A DIABETIC DIET: THE LINE RATION SCHEME. 
BY 
R. D. LAWRENCE, M.A., M.D.Anerp., 


CHEMICAL PATHOLOGIST, KING'S COLLEGE HOSPITAL. 


Everyone recognizes that the most difficult part of the 
battle, both for the doctor and the patient, is not the 
insulin but the quantitative diet necessary in severe cases. 
A dict should be accurate and simple and yet permit of 
variety to suit all tastes and purses. If the diet is accurate 
and simple yet rigid, like Dr. Graham’s “ ladder ’’ diet, 
it often defeats its own object by the patient getting tired 
of the monotony. If the scheme is accurate and still permits 
of choice and variety, like the scheme of Dr. Harrison and 
myself, where the prescription of so many grams of carbo- 
hydrate, protein, and fat has to be translated into weights 
of food by the patient himself or his doctor, a few days’ 
training and explanation is required, unless the patient is 
intelligent. 


_ 

the 
nes 
veg 
his | 
my 
ble 
oft: 
in | 
‘he 
its | 
ia. 
ed 
gh 
seg 
he 
nd 
is, 
ed 
rt 
oy 
ng | 
he | 
ell 
ck 
ill 
‘ly 
ho 
he 
ke 
it, | 
se. 
nt 
si- 
ed 
as 
SS 
ul 
at 
he 
a 
et 
ay 
he 
is 
ed 
nt | 
od | 
he 
ic 
It | 
1g 
of 
| 
ar | 
te 
le 
| 
id | 
he | 
to | | 
al 
n, 
0- 
so 
id | 
ij | 
in | 


262 Fen. 7, 1925] 


SPONTANEOUS RUPTURE OF THE HEART. {THe Barres 


The following line ration scheme meets the requirements 
both of the busy doctor and the patient. The doctor has 
only to divide the patient’s weight by a factor to be able 
to prescribe the correct rations for the day, and two minutes 
suffice for all the necessary instructions to the patient. Thus 
treatment can be commenced outside an institution, and no 
preliminary starvation is involved now that insulin can 
take its place. The scheme is shown in the appended table. 
Each complete line is called a ration and consists of a 
standard amount of carbohydrate, protein, and fat. The 
diet is prescribed as so many lines, or rations, a day. To 
calculate the appropriate number of rations the physician 
has only to divide the body weight in pounds by 16 (16.5 is 
more exact). Thus if a man weighs 165 1b. he will get 
10 rations—that is, ten lines a day. (Unlike the schoolboy, 
the worse the diabetic the fewer “ lines’’ he ultimately 
gets.) Each line is divided into two parts: the first halt- 
line containing the carbohydrate and the second half-line 
the protein and fat. Any first half-line can be combined 
with any second half-line to make a ration. The number 
of rations a day is divided as desired between the different 
meals with regard to when insulin is given and other con- 
siderations. Suppose a patient gets three rations for break- 
fast: he can take 34 0z. milk, 1/30z. bread, and 4 oz. 
tomato (three first half-lines containing carbohydrate), and 
one egg and 2/5 oz. of fat as butter and 2 oz. of bacon (three 
second half-lines, one of which has been taken twice). 
Thus the patient can choose his own food. The method is 
accurate and the lines exact in food value, with the excep- 
tion of milk, whose content in protein and fat has been 
neglected for simplicity. The food values used are those 
of the food tables of Harrison and Lawrence, which are an 
average from all known authorities. The weight of cooked 
foods is given unless otherwise stated. The scheme has been 
planned on the following theoretic considerations. 
The common successful practice is adopted of giving diets of low 
total calorific value composed of low carbohydrate, moderate pro- 
tein, and high fat content. The proportion of carbohydrate to fat 
is such as to avoid appreciable acidosis (ketosis), the proportion 
of fatty acids to glucose being as 1.5 is to 1, as in Woolyatt's 
formula.? I aim at giving 1 gram of protein per kilogram of 
pry | weight (about 1/2 gram per lb.). This is more.than many 
of the American school advocate, but giving less makes a miserable 
allowance from the patient’s point of view. Each ration or line 
contains 5 grams of carbohydrate (the first half-line), 7.5 grams of 
— and 15 grams of fat (the second half-line). If we give 
gram of protein per kilogram of weight, a man of 75 kg. will 
et 75 grams of protein a day. Now each ration contains 
5 grams of protein, so that 75 + 7.5 = 10; this is the number of 
rations for a man of 75 kg. It is the same thing to divide the 
weight in pounds—165 by 16.5 (7.5 kg. = 16.5 lb.). Now if we make 
protein the starting point and look upon it as unity (1 gram of 
protein per kilogram), the proportion of a ration is 0.66 gram of 
carbohydrate, 1 gram of protein, and 2 grams of fat, which equal 
25 calories. Hence it follows that if we are giving 1 gram of 
protein per kilogram and the carbohydrate and fat are in the 
ye haa arranged in the line, the total diet will also provide 
25 calories per kilogram of body weight (11 calories per Ib.). Thus 
it ha gpa pe the weight in kilograms divided by 7.5 (or pounds 
by 16.5) will always give us the number of rations that provide a 
diet of 25 calories per kilogram of body weight with the carbo- 
hydrate, protein, and fat in proper proportion. 
The diet of 25 calories per kilogram is low, but makes a 
good starting point in the treatment. If the patient 
becomes sugar-free on it the diet can be raised later. If 
he does not become sugar-free with nearly normal blood 
sugars at the end of a week, insulin must be given. If the 
patient is losing weight and energy higher diets can be 
prescribed by dividing the body weight by other factors. 
The number of rations to provide a diet of 30, 35, or 
40 calories can be calculated by dividing the body weight in 
pounds by 13.5, 11.8, or 10.3 respectively, the resulting diet 
still having the proper proportion of carbohydrate and fat 
to avoid acidosis, but the .protein becoming more than 
1 gram per kilogram. If this is undesirable, the extra 
calories can be added to the 25 calorie diet by giving extra 
carbohydrate and fat in the proportion of one first half-line 
to 1/2 or 1 oz. of fat—depending on whether the patient 
tolerates fat well or not. But a few patients may find 
this confusing, and the harmful effect of slightly increased 
protein is not cleraly proved. Each line ration contains 
190 calories, so tht another method of calculating the 
number of rations a day is to divide the total calories 
desired by 190—1,900 calories being contained in ten 
rations. 


THE “LIne Ration” Diet SCHEME. 
Any first half-line added to any second half-line = one ration. 


First Half-lines. Second Half-lines, 
Milk . One egg and fat 2/5 oz. 
*Oatmeal (raw) or biscu't ... 1/4 oz. Hai 1 oz. and fat 1/4 oz. 
Cabbage or greens ... ... S808. Kipper 14 oz. and fat 1/2 oz. 
Tomato (raw or cooked) ... 4 oz. Herring 1 oz. and fat 1/2 oz. 
‘Potato ... OB. meat or mutton loz. and fat 
2 OZ. 
Caulifloweror French beans 6 oz, lamb or veal 1 oz. and fat 
oz. 


Brussels Lean pork 1 oz. and fat 1/2 oz. 
Spinach or asparagus oz. Chicken 1loz.andfat1/20z. 
Turnip or carrot _ ... oz. Tongue (tinned) 1 oz. and fat 1/4 oz. 


6 
Onions, leeks, or marrow ... 3 oz. Liver 1 oz. and fat 1/2 oz. 


Beetroot... 27 oz. Kidney or tripe 1} oz. and fat 1/20z. 
Lettuce (raw) ... ous — i * Rabbit 2/3 oz. and fat 1/2 cz. 
Cucumber (raw) Cheese 3/4 cz. and fat 1/3 oz. 
Celery (raw) 5 0% White fish 1} oz. and fat 35 oz. 
*Apple or pear (raw) ... ~ IOS. Sardines 1 oz. and fat 1/4 oz. 
Orange or strawberries ... 2 oz. Salmon 1 oz. and fat 2/5 oz. 
Rhubarb (stewed)... 6 oz. Crab or lobster 14 oz. and fat 3/5 oz. 


Pheasant. grouse, or partridge 
3,4 oz. and fat 1/2 oz. 
Fats are meat fats, suet, dripping, butter, margarine, olive oi!; 
thick cream (twice the amount). 


* These articles to be taken only if specially allowed by the physician. 


Apples or pears (stewed) ... 2% oz. 


Dector’s Prescription. 


Rations per day— 
Breakfast : 
Dinner: 


The scheme is elastic and permits of easy modification to 
meet all requirements. In acidosis all or some of the fats 
can be omitted for a time. If the carbohydrate tolerance is 
high or improves, extra carbohydrate can be added as 
extra first half-lines. It may eventually be found that a 
quantitative diet has become unnecessary and qualitative 
restrictions alone will control the disease. 

I find the scheme works admirably. From the doctor’s 
point of view it eliminates the lengthy planning of diets; 
the patient has only to be weighed to calculate his initial 
diet and subsequent adjustments are easy. Patients them- 
selves can grasp the scheme in two minutes, and the only 
tax on them is the accurate weighing, to which they gladly 
submit when they feel the benefit of it. Letter scales modi- 
fied, and costing four to five shillings, meet the purpose in 
cases of forced economy; otherwise some type of confec- 
tioner’s scale is preferable. I use this scheme particularly 
for out-patients and for those who are not very intelligent.* 
Really intelligent patients seem to prefer the scheme of 
Dr. Harrison and myself, taking a pride in the accuracy 
and variety of their diets. 


REFERENCES. 
1G. A. Harrison and R. D. Lawrence: Food Tables, 1924. 2 Woodyatt: 
Arch, Int. Med., 28, 125, 1921. 


SPONTANEOUS RUPTURE OF THE HEART. 


BY 


JAMES H. SKEEN, anv D. RUTHERFORD DOW, 
M.B., M.D. 


(From the Anatomy Department, University of St. Andrews.) 


We have read with much interest the reports of five cases 
of spontaneous rupture of the heart recorded in the BritisH 
Mepicat JourNnat for August 30th (p. 373), September 13th 
(p. 465), and October 11th, 1924 (p. 669). The following 
is an account of the clinical history and post-mortem exam- 
ination of a heart which had ruptured in a patient under 
the care of Dr. Skeen, Fife and Kinross District Asylum. 


History. 

The patient, who was the subject of old-standing dementia, 
died in November, 1922, at the age of 65. During February, 
1917, she had cardiac attacks, and again in May, 1921. She 
was slow in her movements, rather decrepit, and frail-looking. 
She did not perform any work, but wandered about aimlessly, 
at a gentle pace. There was never any dyspnoea. The 
extremities, nose, chin, and ears were occasionally cyanosed. 
Prior to her death she was walking quietly on a level piece of 
ground, neither evincing nor experiencing excitement. She.,was 
observed to drop down, and died a few moments later. 


* This scheme, amplified and with explanation for doctors and instrue 
tions for patients, can be obtained in a convenient card form from 
Messrs. Lewis and Co. 
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BLOOD TRANSFUSION IN INFANCY. 


Mepicat 208 


Post-MORTEM EXAMINATION. 

The heart was’ small, measuring 3 in. vertically and 4 in. 
transversely. There was a moderate amount of epicardial fat 
present. 

Condition of Arteries. 

Aorta.—The ascending part was soft, pliable, and com- 
paratively free of atheromatous patches, except at its lower 
part, where one or two were present. The cusps of the aortic 
valve, especially the right and posterior, were stiffened at their 
bases with patches of calcification. 

Right Coronary Artery.—The orifice of this artery, while 
reduced in size, was not so small as the orifice of thes left 
coronary. On cutting the vessel transversely a quarter of an 
inch from its origin, its 
lumen was found to be 
reduced to a mere slit b 
the presence in its wall 
of annular atheromatous 
thickening. The main 
stem of the right coronary 
artery was tortuous and 
presented patches of calci- 
fication along its whole 
course. Its two branches 
were also markedly 
atheromatous. It did 
not give off a_ right 
marginal branch, but 
divided into (a) an 
inferior interventricular 
branch, (b) a terminal 

A drawing of the posterior surface of branch which passed down 
the heart. Before the heart was dissected on the posterior surface of 


the perforation appeared as a slit. It ri > ; 

became enlarged as the result of manipu- = “4 ventricle ; a 
jation, The right coronary artery and its 9TAaNCH Was im Close 
two main branches are seen. They supply proximity to the branch 


a larger area than usual on the posterior 
cuales of the heart. The posterior branch of the left ngage 4 (see 


of the left coronary artery is seen in the —— On cutting 
drawing. across the inferior inter- 


ventricular branch near 
its termination it was found that its lumen would scarcely admit 
a pin. The other branch was similarly reduced in calibre. 

Left Coronary Artery.—At its origin from the sinus of 
Valsalva iis lumen was exceedingly small, but immediately distal 
to its origin the lumen became perfectly patulous, 6mm. in 
diameter. Distally there were patches of atheroma involving 
rather more than half the circumference of the vessel wall, but 
the lumen was not greatly reduced. Its anterior branch had 
numerous patches of atheroma, with the result that at many 
points its lumen was almost obliterated. Its posterior branch, 
somewhat smaller than usual, pursued a normal course, but it 
was also markedly atheromatous, and its lumen extremely 
narrowed. 

Auricular Part of the Heart.—Both auricles were normal in 
appearance. The muscle coats were rather pale, and the walls 
exceedingly thin. 

Ventricular Part of the Heart.—The tricuspid valve was 
normal. The bases of the cusps of the mitral valve were 
slightly calcified. There was no narrowing of the tricuspid or 
mitral orifices. 

Left -Ventricle.—For the greater part the muscle wall was 
thinner than usual. It was six-eighths of an inch at its 
thickest part and was five-eighths of an inch in the region of 
the site of the perforation. On the posterior wall about 1} in. 
from its apex, and between the two branches of the right 
coronary artery (see yo see there was a perforation 1 cm. 
in length. It passed through the entire thickness of the wall 
of the ventricle. On examining the interior of the chamber 
after reflection of the posterior cusp of the mitral valve, it 
was found that the heart muscle around the region of the 
perforation was somewhat necrotic in appearance, and the fibres 
of the heart in this area had ceased to manifest their normal 
colour and appearance. On microscopic examination of a piece 
of tissue taken from the posterior wall of the left ventricle 
adjacent to the site of the rupture the following appearances 
were found: The muscle fibres were not closely packed 
together ; they had lost their striation and some had no nuclei. 
Fibrous tissue cells were abundant with large nuclei; they 
appeared to replace the muscle cells to a large extent. 


REMARKS. 

The salient features observed post mortem were: 

1. Narrowing of the lumen of the right coronary artery, 
causing almost complete obstruction of the circulation 
through that channel. 

2. Secondary fibrotic and degenerative changes in the 
cardiac muscle in part of the region supplied by the right 
coronary artery. 


5. The rupture was situated in this region. 

4. Degenerative changes were more prone to occur in the 
specimen described, as the area affected was entirely 
dependent for its blood supply on the right coronary artery. 

It would be of interest to know if the coronary vessels 
were affected with arterio-sclerosis in the five cases recently 
reported. In four of them reference was made to degenera- 
tive changes in the aorta. Were the orifices of the coronary 
vessels narrowed in these cases? In some instances they 
may be quite patulous, while the lumen of the main stems 
is narrowed as the vessels run in the substance of the heart 
muscle. In one of the cases reported the aorta showed 
no sign of disease. It did not follow that the coronary 
vessels were in a similar condition. The weight of the heart 
in these cases was worthy of note. In each of the five 
reported it was found ‘‘ enlarged.’’ In the case which we 
have described it was smaller and under average in weight. 

Various suggestions have been advanced to account for 
Spontaneous rupture of the heart. It is, without doubt, 
the result of a diminished blood supply with consequent 
secondary degenerative changes in the heart muscle, caused 
by arterio-sclerosis in one or both of the coronary arteries. 


A SIMPLE METHOD OF BLOOD TRANSFUSION IN 
INFANCY. 


BY 


GEORGE H. ALABASTER, M.D., F.R.C.S.Ep., 


QUEENSTOWN, SOUTH AFRICA. 


Tue value of blood transfusion in severe degrees of shock 
is now generally admitted. I recently had occasion to 
apply it in a male infant 4 months old, in an extremely 
collapsed state, when lesser methods of treatment had failed. 


After three weeks’ enteritis, with associated pyelitis due to 
B. coli, the child lay with drooping eyelids, half-closed sunken eyes, 
waxen face, depressed fontanelle, utterly listless, and apparently 
moribund. Half a pint of subcutaneous saline given earlier in the 
day had failed to produce any improvement. Death within the 
hour was expected by all in attendance. It was decided to 
attempt blood transfusion, and the method employed seems worth 
recording in detail, as it proved effective, and gives promise of 
help in certain wellnigh hopeless cases. The operation was carried 
out in an operating theatre, but could be performed with little 
more difficulty in a private house. 

A bowl of normal saline, so that the syringe and needle might be 
washed if necessary, a solution of sodium citrate (6 grains to 
1 c.cm. distilled water), and a solution of 1 per cent. novocain with 
adrenaline, were prepared. Two 10 c.cm. syringes (one as a reserve) 
with two fine needles, sterilized by boiling, were available. The 
needles were of medium length, not so fine as hypodermic needles, 
but finer than the usual exploring needle. 

The mother sat with her arm resting on a table in convenient 
proximity to the child. Venous congestion was produced in the 
mother’s arm with a turn of the bandage applied to the upper 
arm in the usual manner. She was warned to ignore any loss 
of blood as quite insignificant and unimportant to herself. Her 
median basilic vein was then exposed under local anaesthesia with 
1 per cent. novocain. A ligature was passed beneath the vein, but 
left untied and gripped with a Spencer Wells forceps for lifting 

Under novocain anaesthesia an incision was made across the 
upper part of the child’s thigh, about an inch below and parallel 
to Poupart’s ligament. The subsequent steps of the operation are 
made easier if this incision is long rather than short. The sub- 
cutaneous fat was divided, and the vein which lies in the deeper 
part of the fascia, well to the inner side of the femoral artery, 
was found. It is important not to prick the vein, and the deeper 

art of the incision in the fascia was made in the direction of the 
bes axis of the vein, after retraction of the margin of the wound. 
An aneurysm needle was then passed under the vein, and moved 
up and down, thus ery | 1 to 14 inches; the handle of the 
aneurysm needle falling at the peripheral end of the wound cocked 
the vein up, putting it on the stretch and steadying it. : 

Into the syringe and needle 1/2¢.cm. of the citrate solution was 
introduced, and it was then filled with blood from the mother’s 
vein. No attempt was made to stop the bleeding from the mother’s 
vein at the moment, but the syringe was ny | shaken to mix 
the blood and citrate solutions, and such sir ubbles as were 

resent were expelled. The child’s vein, was now lifted and 
stretched with the aneurysm needle in position and the needle of 
the syringe introduced into the vein with its point lying super- 
ficially and its bevelled surface deeper; in this manner the point 
is more easily seen and controlled and less easily driven through 
the vein wall. With the needle pushed well along the vein the 
10 c.cm, of blood were easily and rapidly introduced snd the vein 
tied to prevent any possible haemorrhage ; the wound was cl 
and dressed with gauze and collodion to prevent any unnecessary 
exposure of the child. There was no shock to the child, who 
scarcely moved throughout the operation 
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_ The effect was remarkable. I was called away, but returned 
in three hours to find the child’s appearance wonderfully improved. 
A feed had been taken, and the depression of the fontanelle, 
which had been very marked, had vanished, and the patient’s 
a ne was no longer that of a dying child. 

second transfusion was performed a few hours later in the 
hope of intensifying this evidently beneficial effect; 25c.cm. of 
citrated blood were easily introduced, using the same syringe and 
needle all the time, and necessitating three introductions of the 
needle into the mother’s vein and three into the child’s vein. 

Unfortunately twenty-four hours later the child went into con- 
vulsions and died, but I do not associate this with the transfusion 
in any way, for there were many pus cells in the urine, and there 
was probably a general blood infection. There was no difficulty 
in bye the needle into the same wound in each vein each time, 
and there was not the slightest reflux of blood alongside the 
needle from the baby’s vein; nor, when the needle was removed, 
was there any escape of blood so long as the gor end of the 
vein was kept raised by the aneurysm needle. Giving antimony 
intravenously in a stout subject with small veins when dissection 
was ears I have found such reflux alongside the needle 
troublesome, but blood is a more viscid fluid. 

Assuming the total blood weight to be one-thirteenth the 
body weight, it seemed inadvisable to introduce more than 
25 c.cm. of blood, and this could easily have been done 
had it been desirable. 

Certain points of detail perhaps call for comment. The 
child should be kept warm, and as far as possible covered 
up during the proceeding, about which there need be no 
great hurry. 

The upper end of the saphenous vein was selected because 
it was one of the largest superficial veins, and was in 
immediate continuity with the much larger femoral vein, 
so that the blood would be easily and quickly removed, 
preventing any tendency to reflux; also there was not the 
same danger of air embolism which the larger neck veins 
might offer. It might be urged that the exposure of the 
mother’s vein by incision is unnecessary, but it prevents any 
possible bungling in the withdrawal of the blood, and the 
only real need for speed is during the process of transfer. 

The very speedy recovery of the child from its collapsed 
state makes me doubtful whether the depression in the 
fontanelle and the collapse of an infant im severe gastro- 
enteritis is as much due to dehydration as to toxaemia, 
though it is probably caused partly by both. As a practical 
point arising out of this reflection, the question may be 
asked whether salines can ever approach whole blood in 
value, even in early chi!dhood, for the child is suffering 
from something more than loss of fluid, something salines 
cannot influence perhaps. 

With insufficient experience to express a definite opinion, 
I would suggest that blood transfusion might prove of very 
real service in severe degrees of collapse in infancy, whether 
from gastro-enteritis or from other cause. 


THE TYPE OF CASE THE BONESETTER GETS. 
BY 


F. WILSON STUART, M.Cu., 
SURGEON, BIRMINGHAM CRIPPLES’ UNION; ASSISTANT SURGEON, ROYAL 
ORTHOPAEDIC AND SPINAL HOSPITAL, BIRMINGHAM AND SHROPSHIRE 
ORTHOPAEDIC HOSPITAL, ETC. 


'_Durine the past year it has fallen to my lot to manipulate 


a considerable number of cases of knee-joint trouble, in some 
the result of adhesions, in others of displaced semilunar 
cartilages. 

The following two cases are, I think, worthy of record 
as illustrating, first, the type of case the bonesetter often 
cures and acquires fame in so doing, and, secondly, that 
which he cannot hope to cure and which sooner or later 
must come to the surgeon for operative treatment. The 
youth of one of the cases is rather exceptional. Cases have 
actually been operated upon at the thirteenth year, and 
recently a case of reduction of displaced semilunar cartilage 
at 44 years of age has been reported.? 


Case I. 

A. B., aged 10 years, seen on March 12th, 1924, said he had 
fallen from the top of a wall nine weeks previously and hurt his 
right knee so that it was swollen and could not be straightened. 
At the end of four weeks he was able to get about on it, but the 
joint was unstable, and he fell frequently. He was taken to a 
consulting surgeon, who diagnosed a displaced internal semilunar 
cartilage and advised that a knee-cap be worn. The knee, how- 
ever, still continued to give way, and two weeks previous to being 


seen by me he fell down some steps and had been unable to 
straighten the knee since. 

Condition on Exramination.—The knee was normal in appearance 
and all movements were complete except extension, which was not 
quite complete, there being a sensation of some resilient structure 
blocking it. This was so slight that it was difficult to realize that 
there was really anything wrong with the joint. There was no 
pain en movement nor tenderness on pressure, and the only reply 
the boy gave to questions was ‘It’s here,’ ryan i the 
remark by rubbing the inner side of the joint with his hand, 
He was then asked to walk, and the disability at once became 
apparent—he could not get the heel to the ground by quite two 
and a half inches, and | alle across the floor on his toes. The 
quadriceps was very weak and flabby. 

Treatment.—The displaced semilunar cartilage was reduced by 
full flexion, internal rotation, and extension. The boy was able 
to walk across the room immediately. A back splint was then 
applied and massage and electrical stimulation of the quadriceps 
carried out thrice weekly. No movements of any kind were per- 
mitted for a fortnight in order that healing of the torn parts 
should take place undisturbed. At the end of a fortnight the 
back splint was discarded and a bandage substituted. In spite 
of some tenderness over the inner side of the knee movements 
were begun. At the end of another fortnight the bandage was 
left off and treatment continued in the gymnasium for another 
week, when the boy was discharged. 


During treatment in the gymnasium the joint was sub- 
jected to all sorts of twisting movements, but it stood the 
test, and the subsequent history proves the completeness 
of the cure—there has been no further trouble. This is 
rather remarkable in view of the length of time which 
elapsed between the first accident and the manipulation, 


CasE It. 

Miss C., having hurt her right knee two days previously, was 
brought to me on the evening of Easter Monday. She gave a 
history of its having been “out”? many times before, but 
had always been able to get it “ back”’ herself; on this occasion 
she could not. 

Condition on Examination.—The knee was flexed, much swollen, 
and very tender; all attempts to move it were strongly resisted by 
powerfully contracted muscles and produced so much pain that 
they had to be abandoned. 

Treatment.—Next morning she was given an anaesthetic and the 
knee fully straightened quite easily by manipulation. Extension 
was by a sound as of something tearing inside the 
joint. After-treatment as in Case I was carried out, but, owing to 
the history of frequent displacement, operation was advised. Before 
this was done the cartilage again became displaced and again was 
reduced by manipulation—this time without an anaesthetic. 


After this there was always a feeling of something moving 
inside the joint, and at operation the cartilage was found 
to be detached along the periphery in its posterior two- 
thirds—a condition to which I give the name “ sickle 
shape.’”’? In this position the detached portion of the car- 
tilage is bent diagonally across the front of the internal 
condyle of the femur, so that any reduction which could 
take place by manipulation would result in tearing away 
more of it from the coronary ligament. Removal of the 
whole cartilage resulted in a complete cure. 

REFERENCES. 


1 Jones and Lovett: Orthopaedic Surgery, p. 31. ? Sievteteates : Journal 
of Bone and Joint Surgery, vol. vi, No. 4, October, 1924, p. 918. 


THROMBO-ANGIITIS OBLITERANS. 


BY 
CHARLES DICKSON, M.C., M.D., F.R.C.P.L., 


DUBLIN, 


Tue interesting paper by Professors Telford and Stopford of 
Manchester on thrombo-angiitis obliterans, published in the 
British Mepicat Journat of December 6th, 1924, provides 
a reasonable diagnosis in a somewhat obscure case recently 
under my care. The parallel as regards signs and symptoms 
is close, but as there is a striking contrast in the matter of 
age and course to date it is thought worthy of record. 


The patient is about to complete his 86th year, and, although @ 
lifelong fisherman, I am sceptical of any ground for connecting this 
fact with the present condition, as is done in one recorded case 
The family history and personal history are both exceptionally good. 

Some months previous to the first attack there had been acute 
suppuration of a corn situated over the metatarso-phalangeal joint- 
of the great toe of the right foot. In the beginning of Mareb, 
1924, after a slight attack of bronchial catarrh and flatulence, 
sudden pain was felt in the upper third of the right calf. When 
I examined the leg several hours later the foot was swollen and 
oedematous to the ankle, especially over the dorsum of the foot, 
and of a reddish colour. The limb was stone cold as a the 
junction of the middle and lower thirds of the leg. Walking was 
impossible on account of the pain, which was described as “‘ cramp 
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like.” Relief was obtained when the limb was raised, but when | agar, and from these criteria it was concluded that the 
in bed at night there was a subjective sensation of heat in the organism was in fact the gonococcus 


stone-cold foot; this was relieved to some extent by resting the foot 
outside the bedclothes. No arterial pulsation could be detected 
below the level of the popliteal space, and a provisional diagnosis 
was made of arterial obstruction somewhere in the region of the 
popliteal bifurcation. There was an old-standing ingrowing toe- 
nail on the great toe of this foot, and the ne pee was 
removed without injury to underlying tissues. assage was 
avoided, and treatment consisted of rest with the limb raised, and 
daily application of methylated spirit, ether, and Huxley’s powder, 
to minimize the risk of sepsis. Little else was required, as the 
atient was unusually healthy for his age. The heart, which was 
irregular, was supported bie time to time, but perhaps 
unnecessarily, and at one period potassium iodide was tried, until 
the excretion of iodine in the saliva caused some faucial irritation 
and it was discontinued. 

At the end of about three weeks the appearance of the foot 
suggested the formation of a line of demarcation in the neighbour- 
hood of the ankle-joint. Gradually, however, circulation in the 
skin capillaries became brisker, the oedematous swelling diminished 
and, after two months, walking became possible, though attende 
for some time by pain, due possibly to relative ischaemia in the 
muscle of the calf on the affected side. This condition of claudica- 
tion gradually disappeared entirely, but for about four and a half 
months from the initial attack some pain persisted in the region 
of the instep on walking. A small “ blood blister ’’ appeared at the 
site of the ingrowing toenail. It, however, sloughed off, leaving 
healthy skin behind. 


The patient has a high degree of natural immunity to 
ordinary sepsis, and this no doubt contributed to some 
extent to the favourable result. At the end of five months 
the foot was perfectly normal again, the last portion to lose 
its oedema and resume its normal appearance being the 
outer half of the dorsum of the foot. 

Five and a half months after the onset of the first attack 
a similar sudden and intense pain was felt in the calf of the 
other (left) leg. The same sequence of events followed, 
differing only in degree, the second attack being in every 
way less severe and no superficial slough appearing, although 
an _— toenail on this foot also was similarly dealt 
with. 

At the moment of writing (four and a half months later) 
this foot also is practically normal in appearance. No pain 
is now felt in either limb when at rest or when walking 
short distances up to 200 or 300 yards. When this distance 
is exceeded a condition of claudication supervenes, affecting 
the left leg only and necessitating rest for a few moments. 
With judicious resting (by means of a camp stool) daily 
walks of a mile or more can be enjoyed without fatigue. 


Memoranda : 
MEDICAL, SURGICAL, OBSTETRICAL. 


CUTANEOUS GONOCOCCAL INFECTION. 
A MEDICAL man consulted me recently on account of a 
curious dermatitis of the elbow. A slight abrasion of the 
skin over the olecranon ‘was caused by a fall while playing 
foothall, and a week later the lesion became acutely 
inflamed and very painful. On examination the abrasion 
was found to have become a shallow ulcer, 2} cm. in length 
by about 1 cm. in width. Its base was formed by a lemon- 
coloured slough, and the edge was surrounded by a hyper- 
aemic band of skin some 2 mm. in width. Encircling the 
ulcer, at a distance of about 3cm., were a number of 
bullae; the smallest was lem. in diameter and the largest 
2}cm. long by lem. broad. The axillary glands were 
enlarged and tender. Serous fiuid was obtained by the 
aspiration of one of the bullae, and films stained by Gram’s 
method showed a few pus cells with intracellular Gram- 
hegative diplococci morphologically resembling gonococci. 
A few Gram-positive cocci were also present. From cultures 
on blood agar Staphylococcus aureus and a Gram-negative 
diplococcus were obtained. Colonies of the latter on serum 
agar developed the scalloped edge characteristic of gono- 
coccal colonies after four days’ incubation. There was no 
history of gonorrhoea, so that a metastatic explanation 
of the infection was untenable, but, in view of the rarity 
of a jrimary gonococcal cutaneous infection, fermentation 
tests were undertaken to establish the identity of the 
organism. Glucose was fermented, but maltose anid 
Saccharose were not. No growth was obtained on broth 


Inquiries as to the probable source of infection elicited 
the fact that, three days before the elbow became painful, 
the patient had operated on a female for elephantiasis. At 
the time of operation there was a vaginal discharge, but 
subsequent examination failed to detect any gonococci. 

The course of the cutaneous lesion was uneventful. Hot 
fomentations were employed for twenty-four hours and 
then protargol was applied. Three weeks later healing had 
occurred. 

A. Neave Kinessuny, M.B., B.S., 


B.Sc.Lond., D.P.H., D.T.M. and H. 
Institute for Medical Research, 
Kuala Lumpur, F.M.S, 


CASE OF PROTEIN ANAPHYLAXIS. 

My son, aged 8 years, had occasion to take delivery of 
a hare (dead) at the railway station distant about five 
minutes from my house. He wrapped the hare round his 
neck, and in this manner carried it home. A few minutes 
after his arrival he was seized with intense itching in his 
eyes, which at once became deeply congested. This was 
followed by a copious watery secretion from the nares. 
A few minutes afterwards a livid erythematous rash 
appeared on the neck; it spread rapidly on to the face, 
and was followed by marked oedema of the eyelids. At 
night a persistent hacking cough developed, which con- 
tinued during the night. At 2 a.m. on the two following 
nights he was seized with a typical attack of asthma, which 
compelled him to sit up in bed. The oedema of the eyelids 
lasted for about three days. Bronchial rales were heard 
over both Jungs. 

I ordered the nares and pharynx to be sprayed with an 
alkaline douche, and for some days small groups of hairs 
appeared in the return water. Sensitization tests were 
applied a week afterwards, the result being marked positive 
reaction to the epidermal groups (Nos. 25 and 26). 

The following points are interesting: (1) The facility in 
detecting the protein causing the symptoms; (2) the 
rapidity of onset and the course of the symptoms; (3) the 
marked reaction to the tests applied. 

I may add that the boy on many occasions had been in 
contact with dogs, cats, and horses without any ill effects. 


Ayr. Fercvus McKenna, M.B., C.M. 


RECURRENT CHICKEN-POX. 

Wut it is clear from the experience of many practi- 
tioners that one attack of chicken-pox does not necessarily 
confer immunity to the disease, and while, according to 
Osler and McCrae,' there are instances on record of three 
attacks in one person, the following particulars of a 
family under my care, the members of which appear to 
be unusually susceptible to the disease, seem of sufficient 
interest to report. 


Of the three children .in the family Mary was born in 1916, 
John in 1919, and Lucy in 1921. Their first attack occurred during 
a holiday in Seen in September, 1921. The eldest child was 
slightly affected, and the boy rather badly. The third child, then 
a baby of 7 months, had one or two “spots” (a doubtful case). 
There was a small outbreak of varicella at the time in the 
neighbourhood, and Dr. F. C. Matthew of St. Ives, under whose 
care the children were, has written to say he remembers the 
circumstances quite well, and had no doubt as to the diagnosis. 
The remains of the eruption were visible on the patients on their 
return to Oxford. In July, 1922, Mary had what I regarded as a 
mild attack of chicken-pox, for which she was isolated. In 
October, 1924, following the occurrence of a case at her school, 
she had a rather severe attack. Thirteen days later John fell 
ill, and Lucy two days after him. All three were typical cases in 
respect of the onset, character, distribution, and duration of the 


eruption. 

In this family, therefore, two of the children have 
each had two definite attacks, the eldest almost certainly 
a third, while the youngest member has had one clear 
attack and one doubtful. The subsequent history of these 
children will be noted with interest. 

Oxford. Srosirr, M.D.Edin., M.R.C.P.Lond. 


41The Principles and Practice of Medicine, ninth edition, p. 337. 
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LEPTOSPIRAL JAUNDICE IN DOGS. 


Reports of Societies. 


LEPTOSPIRAL JAUNDICE IN DOGS. 

Ar # meeting of the Section of Comparative Medicine of 
the Royal Society of Medicine held on January 28th, with 
Mr. Frepericx Hospay, the President, in the chair, Dr. 
and Messrs. and PucH read papers on the 
subject of leptospiral jaundice in dogs. The research on 
which the papers were based was the joint work of the 
three authors, but each contributed a paper dealing with 
somewhat different aspects of the question. 

Dr. C. C. Oxent, in giving his reasons for considering 
that canine enzoétic jaundice was a leptospiral disease, 
said that of the ten cases investigated he and _ his 
collaborators had been able to isolate the organism in three 
dogs. He believed that they had satisfied the postulates 
of etiology usually required in such cases. The characteristic 
appearance of the organism and the peculiar post-mortem 
picture made it easy to decide that they were dealing with 
a leptospiral infection. They were unable, however, in- 
variably to demonstrate the causal organism. Indeed, in 
only one case could they definitely see living leptospirae 
in ground-up preparations of various organs. In this case 
the guinea-pigs inoculated with the material showed no 
symptoms, but cultures produced many organisms which, 
on inoculation and subinoculations into experimental 
animals, were observed in ground-up tissues. With this 
strain they were able to show that rat serum and recovered- 
dog serum protected guinea-pigs against injections of the 
virus, while normal horse and dog serums did not. In 
unprotected animals the strain proved to be fatal. 
Krumben and Frieling, in 1916, reported that two men, 
living in the same room as a dog suffering from jaundice, 
developed what appeared to be typical Weil’s disease, 
although these authors did not appear to be able to confirm 
Later authors had reported 
the disease as occurring in the dog under natural conditions. 

Mr. L. P. Pueu said that the disease might be divided 
clinically into main types, with, however, every grada- 
tion between them. (1) The hyperacute haemorrhagic type 
was characterized by its sudden onset and high initial 
temperature (1049-106° F.), which, however, immediately 
before death always fell to 979-989 F. (The normal rectal 
temperature of the dog is about 1019°-102°F.) There 
was intense depression and sometimes symptoms of 
meningitis. Epistaxis was common and bronchial rales very 
evident. Vomiting, often blood-stained, occurred in all 
cases, and thirst was pronounced. The urine was passed in 
small amounts and had a high albumin content. Other 
symptoms were variable, but, as a rule, icterus was absent. 
The course was rapid, and dogs died in a few hours or days. 
(2) The icteric type had a variable onset. In the rapidly 
fatal type with jaundice it was acute; in the milder cases 
it was very insidious. The initial temperature was about 
1029-103° F'., which became subnormal before death. The 
marked depression of the first type was absent in the early 
stages, but developed later. Vomiting was constant and 
constipation usually marked. The ujyine was bile-stained 
and contained much albumin. Emaciation was frequent. 
Acute cases might die within two days; milder cases might 
survive for a week or more. Associated with outbreaks, 
cases occurred in which the dogs showed a slight fever and 
transient gastro-intestinal disturbances; these, Mr. Pugh 
considered, might ultimately prove to be mild cases of the 
disease. In the course of the work blood was examined for 
the presence of intracorpuscular parasites, but none were 
found. Moreover, trypan-blue, which proved so useful in 
piroplasmosis, was useless in treatment. It was too early 
yet to state that the administration of antileptospiral serum 
would effect cures, but, although results were promising, 
he preserved an open mind. He recommended the use of 
liquid paraffin and enemata of normal saline in cases in 
which treatment was attempted. A liquid alkaline diet was 
of advantage. 

_ Mr. T. Datiinc, in comparing natural and artificial 
infections, said that of the ten naturally infected cases 
examined three showed the hyperacute type of symptoms, 
while the others were icteric. In the experimental 


— 


animals none were icteric. The resemblance between 
the series was striking, with many features in common, 
In both the post-mortem picture was identical. All degrees 
of jaundice might be observed. All the abdominal vessels 
were congested, while petechiae might be found in any 
part of the intestine. Intussusceptions were frequent. The 
liver was enlarged and congested or pale and icteric. The 
lungs showed bright-red punctate haemorrhages of varying 
.size and situation. Haemorrhages might be found in 
practically all organs except the central nervous system, 
Rats might be regarded as healthy carriers of the disease, 
and were probably the main vectors of the virus. In the 
only two infected kennels investigated virulent leptospirae 
had been found in the rats. Mr. Dalling thought that 
natural infection was by means of contaminated food and 
bedding. The discovery of leptospirae in the kidney of one 
dog suggested that infected animals niight themselves 
transmit the disease by soiling bedding with their urine, 
Guinea-pigs could be protected against a lethal dose of 
leptospirae of canine origin by an immune serum. Dogs 
exposed to natural infections could be similarly protected 
with 5 to 10c.cm. of the serum. He cousidered that the 
disease might be—provisionally at least—differentiated from 
distemper by a number of points. In distemper the ‘tem. 
perature was persistently high, while in this disease the 
early high temperature dropped to normal or subnormal, 
followed sometimes by a sudden short rise and a second fall, 
Haemorrhagic herpes and blood-stained vomit were very 
characteristic of leptospiral disease. It was thus easily 
distinguished from typical distemper, but in border-line 
cases diagnosis on clinical grounds was often impossiblex 
The papers were illustrated by charts and numerous 
pathological preparations. In the ensuing discussion Dr. 
A. Stokes stated that in the war-time investigation of the 
human disease it was found that the virulence of the 
organism in rats in various areas seemed to vary, and he 
suggested that possibly some crisis arose in the carrier 
which enabled it to become infective. The difficulty of 
isolating the organism was not confined to dogs; he had 
found that it could most frequently be recovered about 
the fourth day from the kidneys. In man, many cases, 
though infective, did not show symptoms of jaundice. Dr. 
A. Baxrovr pointed out that the results had a significance 
not confined to this country, but that abroad the work might 
have possible bearings on various human diseases. He drew 
attention to the possibility of the disease being carried 
by water, and instanced one case in which a man seemed 
to have acquired the infection by falling into the Thames. 


ENCEPHALITIS LETHARGICA. 
A MEETING of the Aberdeen Medico-Chirurgical Society was 
held on January 22nd, the President, Dr. Peter Howr, 
in the chair, when Dr. A. G. ANDERSON read a paper on 
encephalitis lethargica. 

Dr. Anderson’s experience of the disease extended to 
some twenty cases, and as the time was inadequate to deal 
even with one limited aspect of the disease, such was its 
varied symptomatology, he thought it better to discuss 
the various points of interest which had emerged from the 
study of his own cases. After describing the original 
appearance of encephalitis lethargica in 1917 and its spread 
in different countries, and stating that the description of 
‘lethargic ’? was now inapplicable to many of the recent 
cases, Dr. Anderson related the details of the first case he 


presented the typical features of fever, ocular disturbance, 
and lethargy, which lasted for seven or eight days. The 
mest interesting feature was that in a few days the mask- 
like facies developed, and by the end of May the typically 
stiff gait, resembling that of paralysis agitans, had 
appeared. During the next two or three years the residual 
phenomena noted were the mask-like face, the stiff hes! 
tating movements of the limbs—the arms being held in the 
characteristic mid-brain attitude—and the ‘“ ready tire” 
of the muscles. In this case, fortunately, the Parkinsonism 
was not progressive, and during the past, year the patient 
had emigrated and was able to do active work. Dr. 
Anderson then discussed the development of the mid-brain 


syndrome, and remarked that this was now regarded as one 


had seen, on March 17th, 1920, in a woman of 37, who ~ 
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of the commonest sequelae of encephalitis lethargica, the 
time of its appearance being extremely variable. 

In the description of further cases of the series, Dr. 
Anderson dealt fully with the various characteristic sym- 
ptoms and signs which had appeared, and discussed their 
features especially as regards period of onset and diagnostic 
and prognostic import. Such were Parkinsonism, lethargy, 
muscular and mental passivity, the running gait, akinesia 
paradoxica, disorders of speech, tremors, emaciation, excito- 
motor phenomena, pain, myoclonus, chorea, athetosis, 
spasmodic tics and automatic movements, facial paralysis, 
and signs simulating meningitis. One patient had had two 
pregnancies after the onset of the encephalitis, a healthy 
child being born; the case illustrated the facts that 
encephalitis does not necessarily lead to premature labour, 
that the child need not be infected, and that pregnancy 
seems to have a definite effect in aggravating an existing 
Parkinsonian syndrome. In connexion with the choreic 
type, Dr. Anderson described fully two cases: one a boy 
of 14 who had attacks nightly, lasting about four hours, 
when he went through a series of “ antics ’’—coughing, 
snorting, jumping in and out of bed, and so on—till he fell 
asleep exhausted. The other case, also a boy of 14, had 
similar restless attacks with very marked insomnia, the 
wakefulness persisting till 4 or 5 a.m.; one period of 
insomnia lasted for forty-eight hours. This boy also had 
attacks of marked respiratory disturbance. The mental 
and moral changes in the disease were next discussed, and 
their problems indicated. 

In conclusion, Dr. Anderson dealt with the theories of the 
infective nature of the disease, referring to cases which 
might lend clinical support to the idea. He also briefly 
referred to the necessity for a complete examination of the 
cerebro-spinal fluid in all cases, not so much for possible 
positive findings as for information enabling other diseases 
to be excluded. He stated that there was no really charac- 
teristic picture of the cerebro-spinal fiuid in encephalitis 
lethargica except that it differed from most other diseases 
in that the sugar content was invariably high, He pointed 
out also that in this disease the virus remained in the 
nervous system for long periods of time, waking into activity 
at intervals, and affecting different parts of the brain at 
different times; so that the criginal conception of a disease 
with an acute stage passing off and then followed by certain 
residual phenomena was no longer tenable. No form of 
treatment so far had been found to have the slightest 
effect, but in his opinion any form of effective treatment 
which might be discovered would probably be in the- nature 
of an antiserum rather than drugs. 


At a meeting of the Chelsea Clinical Society on January 20th, 
Dr. Gorpon Lane, the President, in the chair, Dr. A. Frmine 
showed two boys with marked signs of pseudo-hypertrophic 
muscular paralysis. Mr. L, Aspen showed: a boy with 
osteomata on the phalanx of one of the fingers and on the 
metacarpal of the thumb; a case of osteomyelitis and one of 
osteogenesis imperfecta associated with multiple fractures; 
1 case illustrating the advantage of avoiding the lacrymal 
apparatus in resection of the upper jaw for malignant disease : 
and a man with osteo-arthritis of the sterno-clavicular joints and 
me hip. Mr. A. R. THompson showed a girl with bilateral 
renal calculi, who presented some evidence of stunted growth, 
which might have been associated with the renal trouble; also 
two men who had had the penis amputated for epithelioma—in 
one case four years ago and in the other case five years ago; one 
of the patients had become the father of a child since the 
operation. Mr. Ivor Back showed a case of dermoid of the 
floor of the mouth, and also a specimen of sarcoma of the fibula. 
The Presipent showed a case of blackening and hypertrophy of 
the nails of the hands, and to a less extent of the feet, which 
he suggested might be due to a psychic influence, as the patient 
gave an account of a most gruesome occurrence during the war. 
Dr. Ernest YounG demonstrated his duodenal tube, which had 
been of much service in cases of gastric trouble, and could also 
be used for medicaments and food, distributed to the duodenum 
without the intervention of the stomach. Dr. J. D. Rotieston 
described a case of erythema infectiosum, which he illustrated 
with photographs. He suggested the name of “ fifth disease ’’ 
for it, thus carrying on the name of fourth disease, of which 
he said there were undoubted examples. He suggested that 
there might be epidemic conditions of the disease, but so far 
it had not occurred in epidemic form in England. 


Rebietws. 


THE TREATMENT OF FRACTURES. 

WHEN a wild animal suffers fracture of a bone it either dies 
or recovers without any treatment. In the latter case the 
provisional or ensheathing callus takes the place of splint 
and bandage. Like Rousseau, Mr. J. W. Dowpen of 
Edinburgh would have us go back to Nature, and in his 
Principle of Early Active Movement in Treating Fractures 
of the Upper Extremity’ he advocates abandonment of 
splints even in compound fractures, and the encouragement 
of movement instead of its prevention. This is an even 
more revolutionary proposal than was that of Lucas- 
Championniére,; but we are bound to say that in the excel- 
lent illustrations of this book Mr. Dowden brings forward. 
strong arguments to justify the adoption of his method in 
certain cases, 

He tells us that he thinks it is possible to put into prac- 
tice the same principle of treatment in the case of fractures 
of the lower extremity, although the weight-bearing func- 
tion of the lower limbs makes a very great difference. It 
would be interesting to see a collection of photographs and 
radiographs of fractures of the thigh and leg treated by 
similar methods, and we hope that Mr. Dowden will ere 
long be able to produce a companion to the book now under 
notice. No doubt in order to prevent shortening some 
means of extension would have to be adopted, which would 
make the practice of active movement difficult. 

It is probably very true that in former days far too much 
stress was laid on restoration of anatomical form and 
prolonged fixation. Lucas-Championniére showed us that, 
especially in the case of fractures near joints, better results 
could be got by early removal of splints and massage and 
passive movements; and although in some cases in young 
persons a too exuberant callus formation resulted, yet the 
method undoubtedly constituted a great advance in the 
treatment of fractures, and it is now generally practised 
by many surgeons. 

Mr. Dowden has evidently worked on the sound ortho- 
paedic principle that function is all-important. In the case 
of the humerus, for instance, he does not trouble himself 
about end-to-end contact and sometimes disregards over- 
lapping, yet the results, especially in young people, are 
surprisingly good, as is shown in the radiographs of cases 
of fracture of the neck of the humerus, on which an almost 
normal head and. neck has been reconstructed in the 
course of time. A considerable shortening of the period of 
disability is claimed for this method, but we venture to 
think that in this respect as good results can be obtained 
by the method of Lucas-Championniére when judiciously 
followed, and we question whether the results of complete 
rest of a non-infected joint or muscle are quite so disastrous 
as Mr. Dowden states. Something also must be said for the 
value of appearances. For instance, fracture of both bones 
of the forearm, if treated without splints, is bound to leave 
some deformity behind it, and, although a bent forearm 
may be functionally efficient, it may be strongly objected 
to by its owner or his friends on aesthetic grounds. Mr. 
Dowden is a distinguished surgeon of striking and per- 
suasive personality, and is able to induce timid patients 
to practise voluntary movements of a broken. limb when 
younger and less authoritative persons would fail, and he 
doubtless runs far less risk of an action for malpraxis on 
account of an unsightly though useful limb than would 
a general practitioner with perhaps no special surgical 
prestige. Nevertheless, such an original and fearless inno- 
vation as this is of great value, and, when cautiously tried 
and tested by others in a favourable position so to do, 
mav lead to ‘great improvement in the routine treatment 
of fractures. 

We strongly recommend the careful study of this book 
to all those concerned in the care of injuries, and especially 
to surgeons in industrial districts, to whose patients rapid 
restoration of efficiency is of such great importance. 


1 The Principle of Early Active Movement in Treating Fractures of the 
Upper Extrenity. By J. W. Dowden, M.B., F.R.C.S.E. Edinburgh and 
London: Oliver and Boyd. 1924. (Demy dto, pp. ix +111; numerous 
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PHYSIOLOGICAL AND PATHOLOGICAL CHEMISTRY. 
We have much pleasure in welcoming the appearance of a 
ninth edition of Hoppe-Seyler’s handbook of physiological 
and pathological chemistry.2 This historic textbook first 
appeared in 1858 as a small volume of 300 pages, and con- 
tinued for two generations to be the standard textbook in 
biochemistry. After the death of the original author two 
editions were brought out by Dr. H. THierrevper ; of these 
the second appeared in 1909. After this date Abderhalden’s 
encyclopaedic textbook of biochemical technique became the 
standard reference book, but it has now swollen from an 
encyclopaedia into a library, and so, after an interval of 
fifteen years, a fresh edition of Hoppe-Seyler’s textbook 
has been prepared. It contains over 1,000 pages, and has 
been completely rewritten by Dr. Thierfelder and nine 
contributors. 

There are three sections. The first deals with general 
chemical and physical methods, but it consists of only 35 
pages, and therefore only gives a short outline of a few 
of the most important methods. The second section, of 
600 pages, is the most important part of the book. It is 
devoted to the description of the methods of qualitative 
and quantitative analysis, and of isolation of the con- 
stituents of the animal body. The third part contains 
details of the chief methods of analysis of animal tissues, 
fluids, and concretions. The whole work forms an excellent 
book of reference, containing descriptions of nearly all the 
standard methods of biochemistry. The subject has, how- 
ever, been treated from a somewhat conservative stand- 
point, for very little is said about such modern develop- 
ments as the special methods of colloidal chemistry. 
Furthermore, attention is devoted chiefly to substances with 
a well recognized structure, and only brief mention is made 
of vitamins; insulin is not mentioned. As a whole it may 
be said that the volume deals fully with biochemistry from 
the aspect of organic chemistry, but rather scantily with 
the physical and physiological aspects of the subject. 


Professor Mryreruor of Kiel has collected five lectures, 
delivered at Cambridge in 1922, and in a more detailed 
form at the Rockefeller Institute, New York, in 1923, 
as a small book entitled Chemical Dynamics of Life 
Phenomena.*® It appears as one of the Monographs on 
Experimental Biology, in which series several very useful 
and stimulating books have already been published. Pro- 
fessor Meyerhof is well known to physiologists for his work 
on muscle contraction, and it will be sufficient to announce 
to them that the book has appeared. Its five chapters 
deal with the physico-chemical mechanism of cell respira- 
tion, autoxidations in the cell, chemical relations between 
respiration and fermentation, the transformation of energy 
in muscle, and the energetics of cell processes. Readers 
other than trained physiologists may have difficulty in 
following the text in some places, but refreshing reward for 
effort is to be found in the extremely interesting generaliza- 
tions scattered throughout the book, particularly at the 
beginning and end of each chapter. There is no statement 
that the lectures have been translated inte English from 
a foreign language, and certainly this would not be 
guessed from reading the text. In fact, the book is un- 
usually well written, clear, and without any ambiguity of 
language, and often eloquent. It contains an extensive 
bibliography, and is well indexed. 


THE ERYTHROCYTE AND HAEMOLYSINS. 

Tue latest addition to the English series of Biological 
Monographs and Manuals edited by Dr. F. A. E. Crew and 
Dr. D. Ward Cutler is a small book written by Dr. Eric 
Ponver, Lecturer in Physiology in the University of Edin- 
burgh, entitled The Erythrocyte and the Action of Simple 
Haemolysins.* It is divided into two parts, the first dealing 

? 
logisch Unewnschen fur und’ Stel 

3 Chemical Dr of a Phenomena. By 
Monographs on Experimental Biology. London: J. B. Lippincott Company. 


1924. (Extra post 8vo, pp. 110; 8 figures. 12s. 6d. net. 
*The Erythrocyte the of Simple sins. By Eric 
and Lendon: 


Fonéer. Biological Monographs and Manuals. Edinbur 
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with the morphology, chemistry, and structure of erythro. 
cytes, and the second with the action of simple haemolysins, 
In the first part of the book there are chapters on the red 
blood corpuscles of mammals, camels, birds, reptiles, 
amphibia, fishes, and invertebrates. In the second part 
the author deals separately with the action of haemolysins 
on the red cells of mammalia and on nucleated red cells, 
These two parts lead up to a general theory of the 
mechanism of haemolysis, which is the substance of the 
concluding chapter of the book. Herein Dr. Ponder criti- 
cizes the opinion of Arrhenius that haemolysis may be 
described by a formula applicable to mononuclear reactions, 
and also the views of Chick and Eijkman to the effect that 
the cells undergo rapid cyclic changes in resistance. In 
the author’s experience these theories do not explain the 
observed facts. He finds, however, that difficulties may be 
removed by the assumption that red cells are not all of 
the same resistance to the action of a haemolytic agent; 
this assumption is supported by a certain amount of experi- 
mental evidence. He writes (p. 179): 

“One explanation seems applicable to all the haemolysins con 
sidered : that the cells differ in their resistance to the haemolysin, 
that these different resistances are distributed aceording to an 
ideal frequency curve, that the rate of the reaction resulting in the 
haemolysis of the red cells is of practically constant velocity—this 
being due to the fact that it is observed over a short time only— 
and that all variations from the symmetrical form of percentage 
haemolysis curve are due to accelerations or inhibitions, produced 
principally by the haemoglobin liberated from the cells.” 

Haemolytic reactions have been made to serve useful pur- 
poses in clinical pathology, “as, for instance, in the Wasser- 
mann reaction and in the classification of streptococci 
according to their haemolytie properties. These more com- 
plicated examples of haemolysins are not discussed at length 
in this book, but the careful study of ihe action of simple 
haemolysins which the author has made will prove interest- 
ing and suggestive of further research to those who have 
to employ the more complicated haemolytic reactions in 
their regular work. 


THE LYMPHATIC SYSTEM. 

Proressor AcHARD has written a condensed but illu 
minating account of the lymphatic system which is the 
more valuable because its author has carried out a large 
number of researches into the physiology and pathology of 
what he calls appropriately the lacunar’ system.° In 
a sense the proper understanding of the workings of this 
system is absolutely fundamental in human physiology for 
the excellent reason that the lymph is the omnipresent 
medium bathing every cell, which brings to the cells all 
their nourishment and which carries from the cells all 
their waste products. The blood itself is in contact with 
no tissues except the vascular endothelium, the splenic pulp, 
and some cells in the red bone marrow. 

Professor Achard distinguishes two great classes of liquids 
in the lacunar system: 

1. Those whose function is to act by means of their volume in a 
mechanical fashion, maintaining pressure in the interior of organs 
—for example, intra-ocular and intra-aural pressure; or to prevent 
mechanical injury—for example, the cerebro-spinal fluid and the 
amniotic. Such fluids Dr. Achard conveniently calls ‘* serosities ”’; 
they possess cell nourishment in the form of relatively large 
amounts of crystalloids. 

2. Those whose function is to lubricate surfaces, which they 
do by their roe agg they are present in small quantities; they 
contain relatively large amounts of example, the 
“ mucosin ” or synovin of synovial fluid. 

The author is particularly successful when describing the 
histological and biochemical aspects of inflammation as it 
affects the areolar tissue and the great serous sacs. The 
precise causes of those deviations from the normal which 
constitute oedema and the various forms of dropsy are 
investigated in an interesting fashion. The therapeutics of 
these conditions are not omitted; a good deal is said about 
the sodium, potassium, and calcium ions. Absorption from 
tissue spaces receives much attention, as well as the 
rationale of such diuretics as sodium sulphate and urea. 

In an appendix are collected together the analyses of @ 
large number of normal and abnormal lymphatic fluids, 
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some of which, as the author admits, are not of recent date. 
They are not, however, valueless on that account. 

We miss any reference to the work of Halliburton and 
Dixon on the secretion of cerebro-spinal fluid, and to that 
of Starling and Henderson on intraocular tension. In fact, 
English as distinct from American research work is only 
sparingly quoted. There is no index. 


KALA-AZAR IN ASSAM. 

Lievt.-CotoneL Youne’s book on Kala-azar in 
Assam,® giving an account of the preventive operations 
under his administration, constitutes a remarkable record 
of the good which can be achieved by rational application 
of deductive knowledge to questions of public health, even 
though the problem of the actual mode of conveyance of a 
disease is still unsolved. The work itself illustrates in 
several points the fulfilment of the prophetic utterances of 
Sir Leonard Rogers a quarter of a century ago, referred to 
by him in a foreword. One example may be cited: ‘A series 
of unhealthy years, such as the malarial prevalence in North- 
east Bengal in 1872-1877 . . . might at any time light up 
a further epidemic prevalence,’’ wrote Sir Leonard Rogers, 
and on page 3 of this book it is stated: ‘‘ It appears that the 
sequence of events which led to the present recrudescence is 

. a succession of unhealthy seasons ’’ culminating in the 
years of the influenza pandemic. 

The Government of Assam ordered a survey to be made 
in 1912-13, which showed that certain endemic areas of the 
disease had persisted in the track of epidemic fires. The 
author demonstrates how the broad history of kala-azar in 
each district is traceable from the census returns of the last 
fifty years, and illustrates this by quoting the figures for 
several districts, of which Goalpara and Lakhimpure may 
be mentioned as instances on the one hand of an endemic 
area in a quiescent period, and on the other of a district 
so far untainted with kala-azar of the dangerous type. 
A minus variation in the population during a given decade 
indicates a prevalence in it of endemic kala-azar during 
those years. In the succeeding chapter evidence is adduced 
from both epidemiological and clinical observations to show 
that the notorious Burdwan fever was kala-azar. 

The importance of evacuation of an infected site is 
demonstrated, and is attributed to the fact that the presence 
of an infected person is not sufficient alone to start an 
outbreak, but that some cycle of events conveniently 
designated ‘‘ site infection’? must be established in and 
around the house. Hence the beneficial, but not entirely 
successful, effects of removal of the infected family, for, 
unless those living in the immediately adjoining houses are 
removed also, experience shows that cases will arise amongst 
the latter within a year of the removal of the former. At 
the same time migration must be prohibited, else scattering 
of the infected will lead to fresh ‘‘ site infection,’? and 
each such infected site will constitute a focus for further 
outbreaks. If an acute outbreak arises the best means at 
present known of preventing spread is early removal com- 
bined with treatment of patients. If infection has remained 
unrecognized, site infection is set up, and unless these 
patients are removed as well as treated no amount of treat- 
ment will prevent a constant crop of cases. Compulsory 
treatment with tartar emetic administered intravenously 
has ‘‘ converted a disease with a 90 per cent. mortality into 
one with a 90 per cent. rate of cure.’’ The first hospital 
for kala-azar was built at Nazira in Sibsagar, and the 
number of cases applying for treatment increased to such 
an extent that many similar hospitals had to be erected. 
In 1920 the number of cases treated was 7,188, but it was 
estimated in November, 1923, that there would be over 
37,000 for the year and more than 80,000 in all. The total 
amount of the drug given was 2 grams spread over a three 
months’ course of bi-weekly injections, but when it was 
found that patients apparently cured might still harbour 
the parasite the rule was adopted that ‘‘ if the temperature 
becomes normal after two weeks, the treatment is continued 


*Kala-azar in Assam. By T. ©. McCombie Young, M.D., D.P.H., 
Lieutenant-Colonel I.M.8. With a foreword by Sir Leonard Rogers, C.LE., 

-D., F.R.S., LM.S. (retired). London: H. K. Lewis and Co., Ltd. 1924. 
(Cr. 4to, pp. viii + 76; 4 plates, 7 charts. 7s, net.) 


for two months; if the rise of temperature persists for three 
weeks, treat for three months, .and so on.’’ 

In the chapter on the distribution of the disease in Assam 
and in India it is shown that soil per se has little influence, 
but that the conditions of temperature and the degree of 
humidity which prevail, aided by density of population, are 
important factors. The succeeding chapter deals with 
statistics and does not lend itself to summarization. In a 
final chapter the problem of transmission is considered, 
though this subject is beyond the original scope of the work. 
The evidence so far available indicates some insect vector, 
but until this question is solved preventive measures, though 
they may be attended by considerable success, cannot be 
— as complete. 

he book is well printed and well bound, the photographs 
and charts are excellently reproduced, and the author is 
to be congratulated on good work well carried out and 
interestingly described. 


GUY PATIN. 

Tue history of the period immediately preceding and in- 
cluding the reign of Louis XIV, particularly that of his 
minority and following years, attracts the general reader 
because letter writers, historians, and novelists have fur- 
nished innumerable anecdotes interesting to all those who 
make no demands for meticulous accuracy. Dr. FRancts 
PackarpD in his Life and Times of Ambroise Paré had as 
the central figure an attractive personality. In his Guy 
Patin’ he gives a detailed description of the medical world 
in Paris during the period following that previously dealt 
with, but he is not so fortunate in his subject, for Guy 
Patin is neither an attractive personage nor one who helped 
to advance the medical art of his day; indeed, the converse 
may be said of Guy Patin, who became one of the most 
conspicuous physicians in Paris during the minority and 
subsequent early years of the period of Louis XIV. He 
was a profuse letter writer, and his letters were preserved 
because of the anecdotes, criticisms, and satires, abusive and 
scurrilous, directed against those at the head of the Govern- 
ment, Richelieu and Mazarin in particular, and also 
against the nobility, Roman Church, and Jesuits. With 
politics Patin mingled a defence of the Paris Medical 
Faculty in opposition to their rivals of Montpellier, to the 
surgeons of Saint-Come, and to the apothecaries, barbers, 
and quacks. There have been editors of his letters, each 
condemning his predecessor for mistakes due to crabbed 
handwriting in the MSS., and for differences of opinion as 
to the interpretations to be put upon the antiquated 
phraseology, and on the allusions and nicknames. Omis- 
sions have been excused of anecdotes as untrue and scan- 
dalous, of language unlicensed in character or descending 
to the obscene. Such omissions (bowdlerizing), many con- 
sider, tend to decrease the interest which caused the letters 
to be preserved, and to leave a residue of dreary reitera- 
tion over quarrels between the Faculty and the rest of 
those practising medicine, together with an equally sterile 
account of Patin’s practice and that of his rivals. 

Guy Patin (1601-1674), born of well-to-do parents who gave 
him a learned education, rose rapidly, as a fluent and incisive 
elocutionist, as well in Latin as in French, through various 
offices in the Faculty until he succeeded Riolan as professor 
at the Collége Royal. Meanwhile he obtained a consider- 
able practice, and his wife had money. His primary treat- 
ment was blood-letting for all diseases at all stages; in 
particular he bled young children, also himself when he 
had toothache. With bleeding he combined purgation 
by senna— saigner et senner.”’ In addition, he used 
those materials contained in the pharmacopoeia of the day 
to which the Germans apply the term Dreckapotheke. He 
supposed himself to be a follower of Hippocrates, Galen, 
and Fernel, in contrast with Arabian physicians, who had 
discountenanced excessive venesection. As chemistry began 
to emerge from alchemy Paracelsus and Van Helmont 
pushed forward the internal use of metallic compounds of 


7 in and the Medical Profession in Paris in the XVIIth 
R. Packard, M.D. New York: Paul B. Hoeber, 
Inc, 1925. (Extra post 8vo, pp. xxii + 334; 17 illustrations, including 


9 full-page engravings. 4 dollars.) 
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mercury, antimony, and arsenic, which the ancients had em- 
ployed merely in external conditions. They were dangerous 
remedies and no doubt gave rise to cases of poison- 
ing. Patin attacked in particular the free use of vinum 
antimonialis as an emetic and sudorific; his attack failed, 
however, when the young Louis XIV recovered from an 
illness after being so dosed. For the same reason, that it 
was unknown to the ancients, he tried to prevent the 
introduction of cinchona bark, also of tea and coffee, 
then prescribed medicinally. He likewise opposed the 
administration of opium, mainly because Paracelsus had, 
so it seems, used what we call laudanum, as distinguished 
from succus papaveris, although there is some confusion 
over laudanum and ladanon—the resin with a volatile 
oil, acting as a stimulant and expectorant. The Paris 
Medical Faculty was then at the lowest stage of its history, 
end any influence which Patin may have exerted was in 
prolonging the practice of bleeding, which continued in 
France until after the Revolution. As a follower of 
Riolan he opposed Harvey’s discovery, whereas the surgeons 
of Saint-Come favoured the development of the discoveries 
in anatomy, physiology, and chemistry, which were to lead 
on to the memoirs rendering famous the Académie des 
Sciences and the Académie de Chirurgie in the eighteenth 
century. What Moliére put in the mouth of Dr. 
Diafoirus in praise of his son can be said of Guy Patin: 
“* But, above all things, that which pleases me in him, and 
in. which he follows my example, it is that he attaches 
himself blindly to the opinions of our ancestors, and that he 
has never wanted to understand nor listen to the reasons 
and experience of the pretended discoveries of our time 
concerning the circulation of the blood and such like stuff.’’ 


NOTES ON BOOKS. 


THE first volume of The Early History of Veterinary Litera- 
ture and its British Development, by Major-General Sir 
FREDERICK SMITH, K.C.M.G., F.R.C.V.8., was concerned 
with the period down to 1700. The second,* which has now 
been issued, deals mainly with the eighteenth century and 
ends with the opening of the first English veterinary college; 
the author promises a third volume. The second volume 
provides at a most opportune time an excellent summary, 
written with a due sense of perspective. It affords complete 
and convincing evidence of the early interest taken in the 
veterinary art by the practitioners of human medicine— 
although that interest did not always obtain the success 
hoped for by the pioneers. The veterinary profession came 
into being with the establishment of the London College, 
which owed its origin in large measure to the efforts of the 


. gieat John Hunter; there is little doubt that but for his death 


two years later its scientific advancement and that of com- 
parative medicine in general would have been much more 
rapid. In addition to the work of Hunter, about thirty other 
physicians and surgeons wrote on veterinary subjects—a sur- 
prisingly large number when it is remembered that medical 
men of that period feared to incur professional degradation 
by contact with the diseases of the lower animals. Their 
work, however, was often marred by a lack of knowledge of 
the subjects with which they were dealing. Sir Frederick 
Smith is to be congratulated, not only on the writing of a 
most educative volume (it is founded on articles contributed 
by him to the Veterinary Journal), but also on directing the 
attention of the medical profession to a fertile source of 
information. The book is well printed and well bound and 
reflects the greatest credit on the publishers. 


The Art of Feeding the Invalid and Convalescent? is a 
new edition of a little book which will be useful to matrons, 
nurses, and all who have the care of an invalid. Itis written 
by a medical practitioner and a woman teacher of cookery. 
The editor, JESSIE J. WILLIAMS, justifies the publication 
of such a book by stating that ‘‘ two thirds of all disease 
is brought about by error in diet.’’ The choice of diets and 
the cooking thereof advised in the book are based on scientific 
investigation, and therefore welcome. The book consists of 
two parts: the first deals with general considerations upon 
food, and the second contains recipes arranged alphabeti- 


The Early Veterinary Literature and its British Develop- 
vient. Vol. II, The Eighteenth Century. By Major-General Sir Frederick 
Smith, K.C.M.G., C.B., F.R.C.V.S. rinted from the Veterinary 
Journal, 1923-24. London: Bailliére, Tindall and Cox. 1924. (Roy. 8vo, 
pp. viii + 244. 15s. net.) . 

®*The Art of Feeding the Invalid and Convalescent. New edition, 
thoroughly revised and brought up to date by Jessie J. Williams, M.C.A. 
London ; The Scientific Press, Ltd. 1923. (Cr. 8vo, pp. 213. 4s. net.) 


cally and labelled ‘invalid ’’ or ‘‘convalescent.’”’ The diet 
and also the preparation of the food are described for the 
following illnesses: acute febrile diseases, with special 
mention of typhoid fever; diabetes; and tuberculosis. The 
food indicated during chronic diseases is carefully dealt with, 
special mention being made of gout, constipation, liver and 
kidney diseases, and corpulence. The short chapter on 
infant feeding is on the whole excellent, although one of the 
reasons given for artificial feeding, that the breast milk is 
not agreeing with the infant, is now generally discarded, 
There is a brief but very helpful chapter on suitable diet for 


aged people. 


We welcome the appearance of the first volume of the 
Practical Medicine Series (1924),!° which, like its predecessor 
(see JOURNAL, July 12th, 1924, p. 59), is devoted to general 
medicine and divided into four parts under the same editors 
as in the previous year. An excellent account of recent 
work in infectious diseases and endocrinology is provided by 
Dr. George H. Weaver. Diseases of the chest, excluding the 
heart but including a section on tuberculosis, are discussed 
by Dr. Lawrason Brown, who pays special attention to x-ray 

agnosis and recent methods of treatment of pulmonary 
tuberculosis. Dr. Robert B. Preble deals with diseases of 
the blood and blood-forming organs and the diseases of the 
blood vessels, heart, and kidneys, and emphasizes the 
importance of recent work on the social aspects of heart 
disease, subacute and recurrent endocarditis, and the various 
kidney function tests. Dr. Bertram W. Sippy and Dr. Ralph ©, 
Brown review the recent literature of diseases of the digestive 
system and metabolism, as well as diseases of the liver and 
gall bladder. The volume, which is well printed and illus. 
trated, is a worthy representative of a useful series. 


The Hon. T. R. ST.-JOHNSTON, lieutenant-colonel, barrister- 
at-law, with medical qualifications, is a versatile person who 
has servéd under the Local Government Board-and the 
Colonial Office, has held appointments in the Falkland Islands 
and in Fiji, and was a D.A.D.M.S. in the army in France, 
He is also the author of books of poetry, travel, ethnology, 
biography, and fiction. His book on The Law Islands (fyi) 
was reviewed in our columns of October 19th, 1918 (p. 434), 
and his latest novel Pearl of Fortune™ also refers to the Fiji 
Islands. It is a story of the finding on an uninhabited coral 
reef of a pearl of immense size and value. On the violent 
death of the finder the pearl comes into the charge of the 
hero of the tale, whose duty it becomes to deliver the pearl 
to the dead man’s daughter in England. After many tempta- 
tions and dangers, during which two other men are killed, 
he succeeds in handing the jewel to the daughter, who is 
promptly robbed of it by the villain of the story. Colonel 
St.-Johnston is perhaps better at describing scenery than in 
the delineation of character. The herois the most priceless 
ass to be placed in charge of a priceless pearl that we have 
ever met; after doing his best on innumerable occasions to 
lose the pearl he has the audacity to rebuke the girl for not 
putting it in a safer place! Our interest, however, in the 
hero’s erratic proceedings was well maintained, and the book 
is quite good reading for a railway journey. 


1° The Practicai Medicine Series. Under the general editorial charge of 
Charles L. Mix, A.M., M.D. Vol. I—General Medicine. Series 1924 
Chicago: The Year Book Publishers. 1924. (Cr. 8vo, pp. 736; 32 plates. 
3 dollars per volume; 15 dollars set of 8 volumes.) 

11 The Pearl of Fortune: A Tale of the South Seas. By T.R. St.-Johnston. 
London: Selwyn and Blount, Ltd. 1925. (Cr. 8vo, pp. 261. . 7s. 6d. net.) 


PREPARATIONS AND APPLIANCES. 


Gadus Jelly. 

Gapus jelly is a preparation of cod-liver oil designed to disguise 
the taste which most persons find objectionable. Gadus cod-liver 
oil is prepared very carefully from fresh cod livers; it has only a 
slight flavour, but the vitamin content is high. The jelly, which hes 
now been put on the market, contains 30 per cent. of cod-liver oil, 
but by the skilful admixture of other harmless constituents and 
by the use of a few flavouring agents the makers have succeeded 
in masking the fishy flavour. he preparation should be very 
valuable for administration to children who object to taking 
cod-liver oil. It is marketed in this country by Heyerdah! Products 
Co. (England), Ltd., 36, Regent Street, Cambridge. 


A Night Trap for Gnats, Mosquitos, and Tsetse Fly. 

Dr. F. W. Alexander, medical officer of health for Poplar, has, 
designed a simple device to trap insects which fly by night. In the 
centre of a wooden base a well protected night-light, or electric 
bulb, is fixed. This is surrounded by vertical sheets of ground 
glass arranged in wooden sockets so as to be — in any Sesired 
position. The glass sheets are smeared with honey, or some other 
sticky substance, which can easily be washed off and replaced. 
The whole apparatus can be fixed on a pole and placed where’ the 
insects are most likely to be found. Dr. Alexander points out that 
this device can be made for a few shillings, apart from any storage 
battery or accumulator if an electric lamp is used. | 
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THE MALIGNANT CELL. 

Dr. ‘A. Carrer, of the Rockefeller Institute for 
Medical Research, New York, who delivered an 
address on the bearing of tissue culture on patho- 
logical problems at the Annual Meeting of the British 
Medical Association at Bradford last year,' has made 
an important contribution to the knowledge of a 
peculiar proliferation found in some fowls and known 
as the Rous sarcoma.? In this disease, where sarcoma- 
like growths are found, a filterable virus can be 
obtained which, on inoculation into other domestic 
fowls, reproduces similar growth-like structures. The 
nature of the condition has been the subject of much 
dispute, but the general opinion is that it is not a true 
malignant neoplasm. At any rate, the virus is active 
only for certain breeds of fowls and not for other 
animals, and, further, no such virus can be obtained 
from the true sarcomata of mammals. 

When fragments of this fowl ‘‘ sarcoma ’’ are grown 
in vitro several kinds of cells proliferate—leucocytes, 
macrophages, and fusiform cells. In which of these 
does the virus reside? On growing the various cells 
in pure culture Carrel found that the fibroblasts were 
not malignant, while the macrophages when grafted 
into fowls invariably gave rise to tumours which grew 
rapidly and killed the animals. Going further, Carrel 
obtained pure cultures of large mononuclear cells by 
cultivating a film of white blood corpuscles, presum- 
ably from normal fowl blood (though this is not 
stated): three varieties of leucocytes emerged—large 
mononuclears, polymorphonuclear leucocytes, and 
endothelial leucocytes—but after two weeks’ growth 
all had disappeared from the cultures except the large 
mononuclears. These grew singly and never formed 
tissue. To these pure cultures the filterable virus of 
the Rous sarcoma was added, and when the infected 
cells were introduced into chickens rapidly growing 
“tumours with metastases ’’ resulted. In some ex- 
periments the monocytes cultivated in vitro migrated 
and multiplied for several weeks in their normal 
manner; their cultural properties remained unaltered, 
and the medium was not digested, but, nevertheless, 
tumours were produced by the injection of these 
monocytes into chickens. These tumours as a rule 
appeared later and grew less rapidly than with those 
cultures in which marked morphological changes 
had taken place in the cells. In most of the experi- 
ments, however, after three or four days a more 
specific change occurred in the infected monocytes: 
the cell protoplasm became granular and very vacuo- 
lated, the cell shape more or less rounded, and the 
rates of migration and multiplication in the medium 
were decreased. A few cells became agglutinated in 
dark clumps, which later increased in size and brought 
about digestion of the medium. The monocytes dis- 
appeared progressively from the coagulum, and from 
the masses of amorphous tissue there migrated large 
triangular, polygonal, and spindle-shaped cells, with 
sharp processes and a cytoplasm filled with granules; 
some cells assumed the appearance of normal fibro- 
blasts. The digestion of the medium proceeded 
actively and led eventually to the destruction of all the 


1 BRITISH MEDICAL JOURNAL, July 26th, 1924, p. 140. 
2 Journ. Amer. Med, Assoc., January 17th, 1925, p. 157, 


living elements. When chickens were inoculated with 
a small amount of the clear supernatant fluid of these 
cultures ‘‘ malignant tumours’’ were as a _ rule 
developed in a short time. 

Carrel concludes that the penetration of the Rous 
virus into large mononuclear leucocytes gave them 
the property of secreting the virus and caused them to 
die prematurely, though it probably did not for some 
time interfere with their reproductive power. It also 
rendered them capable of digesting the culture medium 
and assuming the appearance of fibroblasts, though 
these last properties are perhaps due to the formation 
of necrotic tissue by the dead monocytes. The 
** malignant ’’ monocyte differs from the normal in 
being a diseased cell which is short-lived. 

The Rous virus in a fowl is destroyed in a short 
time uniess taken up by a tissue macrophage or mono- 
cyte. The infected cell multiplies and infects other 
macrophages, although it eventually dies; then the 
dead macrophages attract normal macrophages which 
become similarly modified. Carrel imagines that 
during this process growth-promoting substances con- 
tained in the macrophages are set free, and bring to 
the fibroblasts and other cells of the neighbouring 
tissues the food material and stimulus necessary for 
multiplication, though he produces no evidence for 
this theory. Since the Rous agent propagates itself 
within the cells, this process can continue indefinitely, 
and hence the tumour grows without limit in size. 

Carrel’s view is that whether this explanation of 
the mechanism of the growth of the Rous sarcoma 
prove to be strictly true or not, yet the difference 
between a normal and a “* malignant ’’ cell can be 
accurately analysed by this method. The tumour cell 
in this experiment appears as a diseased monocyte 
which propagates the Rous agent, degenerates slowly, 
and eventually dies. In the growth of Rous sarcoma 
the macrophages would appear to possess a function 
quite opposed to the duty previously attributed to 
them of defending the organism against bacteria and 
foreign substances. They appear rather to protect the 
active agent of the Rous sarcoma against destruction 
by the body fluids, and to supply the conditions 
necessary for its propagation. ~ 

The whole observation constitutes a welcome addi- 
tion to our knowledge of an obscure subject. Carrel 
undoubtedly accepts the view that the condition is a 
sarcoma. The histological appearances constituted 
the most important argument for the neoplastic nature 
of the process: otherwise it would have been dismissed 
as an infective granuloma. These fusiform cells were 
the outstanding feature that stood in the way of the 
latter view. Carrel may not have appreciated the fact 
that his observation—namely, that the virus resides 
in the leucocytes and not in the connective tissue | 
cells—has now given the critics a particularly strong 
argument for their view that the Rous sarcoma 
(which differs in many respects from true sarcomata) 
is not a malignant growth at all, but a granuloma with 
marked stromal reaction. But such is the result. 


TESTS FOR HEPATIC EFFICIENCY. 
SEVERAL questions naturally arise in connexion with 
any functional test for hepatic efficiency. One is, How 
far.does a test for one function—for example, in the 
case of phenoltetrachlorphthalein test for the antitoxic 
function—throw light on the condition of the other 
hepatic functions? Another is, To what extent does 
the reserve power and compensatory hyperplasia of 
the liver in chronic cases enable its functions to be so 
well carried out that efficiency tests give a normal 
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result although there is structural change obvious to 
ordinary physical examination? A third question, 
which amounts to much the same as the second, is, 
How much can be expected from tests in chronic 
hepatic disease as compared with their results in 
acute disorders? A fourth is, What is the relative 
value of the various tests? 
Piersol and Bockus,’ in their comparative studies in 
liver function by some of the later methods, bear on 
some, especially the last, of these questions. Com- 
parison of the Rosenthal modification of the phenol- 
tetrachlorphthalein test with the urobilinuria method, 
Widal’s haemoclasic crisis test, and the duodenal tube 
method of applying the phenoltetrachlorphthalein test, 
showed that the Rosenthal modification was more 
delicate than the urobilinuria test, and that the 
haemoclasic crisis method was unreliable and often 
at variance with the other tests used as a means 
of estimating hepatic efficiency. A similar opinion, 
it may be mentioned, has been expressed by 
others (Lepehne, Gerrard). In jaundice due to 
treatment of syphilis by arsenobenzol compounds 
Rosenthal’s test showed a well marked disturb- 
ance of hepatic function, and they conclude that 
there is probably some degree of liver dysfunction 
present in practically all patients with syphilis who 
are undergoing this form of treatment. Rosenthal, 
in a companion paper,” found that while his test gives 
negative results in the primary and tertiary stages of 
syphilis, the test is positive in the secondary stage, 
and especially when employed early in the jaundice 
following treatment by arsenobenzol. By means of 
the test the severe damage present at an early stage 
could be watched into convalescence of the liver cells. 
These results of Piersol and Bockus and of Rosenthal 
are, it will be noted, in accord with Surgeon Com- 
mander W. I. Gerrard’s investigations by means of the 
van den Bergh test on the frequency of degenerative 
changes in the hepatic cells, as shown by latent 
jaundice, or disturbance of the biliary function, in 
syphilitic patients undergoing treatment by arseno- 
benzol compounds.’ Piersol and Bockus did not com- 
pare the results of the laevulose tolerance test, which 
in the hands of others has given many similar results, 
with those of Rosenthal’s modification of the phenol- 
tetrachlorphthalein test. They state also that every 
case of diabetes mellitus thus tested by the 
** tetrachlor ’’ methods has provided them with some 
evidence of hepatic disturbance, thus showing that 
more than one of its functions was disturbed. 
In catarrhal jaundice Rosenthal found evidence of 
severe disturbance of hepatic function, thus support- 
ing the now widespread view that there is a hepatitis 
rather than a catarrhal swelling of, with a plug of 
mucus in, the lower end of the common bile duct. 
On the other hand, in ordinary hepatic cirrhosis the 
evidence of disturbed hepatic function was usually 
slight, and the argument that compensation had taken 
place is supported by the citation of a case with 
obvious hepatic enlargement from a healed gumma in 
which the test showed a normal result. Ottenborg, 
Rosenfeld, and Goldsmith* have employed Rosenthal’s 
method, and regard it as valuable as a means of 
detecting early cirrhosis, secondary growths, and 
chronic venous stasis (cardiac) of the liver. 

The phenoltetrachlorphthalein test was employed 
in the toxaemia of pregnancy by Rosenfield and 
Schneiders in 1923, and more recently by Judson A. 


— and Bockus: Journ. Amer. Med. Assoc., Chicago, 1924, Ixxxiii, 


2 Rosenthal, S. M.: Journ, Amer. Med. A -» Chic iii 
3 See BRITISH MEDICAL JOURNAL, 1924, ii, 204, 
* Arch. Int. Med., Chicago, 1924, xxxiv, 206. 


Smith*® of Boston, Massachusetts, who tried it at the 
same time on twenty normal pregnant women and 
forty-four cases of toxaemia characterized by albumin- 
uria and high blood pressure, including eight patients 
with chronic nephritis and seven with convulsions. 
The pregnant women on whom control observations 
were made gave results that may be regarded as 
being within the limits of the normal. About half 
the toxaemie cases showed abnormal retention of the 
dye, and in this group well marked albuminuria 
and severe symptoms, including convulsions, were 
more frequent, and the mortality was higher than 
in the group of cases with a normal test, which, 
it should be noted, included most of the patients 
with chronic nephritis. In the four fatal cases in 
which the test was abnormal some damage to the liver 
was found, but the degree of retention of the drug 
did not appear to be a trustworthy index of the 
amount of necrosis of the liver. In the discussion 
at the Royal Society of Medicine a year ago on the 
toxaemias of pregnancy—introduced by Comyns 
Berkeley, E. C. Dodds, and A. L. Walker—among 
other tests, those for hepatic efficiency were considered ; 
and O. L. V. de Wesselow said that as the laevu- 
lose tolerance test had given conflicting results in 
eclampsia it was of little practical value.® 

It may be convenient to refer briefly to the history 
of the phenoltetrachlorphthalein test. It dates from 
1909, when J. J. Abel and L. G. Rowntree showed 
that this dye, prepared in the previous year by 
Orndorff and Black, was removed from the blood by 
the liver only. The efficiency of that organ to ex- 
crete the dye in the bile was first investigated by 
examination of the faeces (Rowntree and Whipple), 
and later of the duodenal contents removed by a tube 
(MeNeil, Aaron, Horsley Gantt, and others). But in 
accordance with the general tendency to go, so to 
speak, to the fountain head and to examine the blood 
rather than the excretions, Sanford M. Rosenthal in 
1922 studied the blood content of experimental animals 
and man after the intravenous injection of phenol- 
tetrachlorphthalein; in healthy human beings the blood 
serum is almost entirely clear of the dye one hour 
after the injection of an amount equivalent to 5 milli- 
grams per kilogram of body weight; when the liver is 
damaged the amount of dye remaining in the blood 
provides a quantitative index of the degree of impaired 
function. An obvious advantage of Rosenthal’s modi- 
fication of this test is that it can be employed when 
there is complete obstruction to the passage of bile 
into the intestine, and in his recent paper Rosenthal 
shows that in the early stages of obstructive jaundice 


the liver cells, while not damaged, can take up the 


dye from the blood, although it cannot be excreted in 
the normal manner through the biliary system, and 
this is confirmed by Bloom and Rosenau.’ 

The dye is practically non-toxic. But Bloom and 
Nosenau consider that the high incidence of throm- 
bosis “and of other untoward reactions after its 
injection is a serious objection to its clinical use. 
In the course of one hundred tests Judson A. 
Smith had two general reactions, and he mentions 
that thrombosis of the injected vein was fairly 
frequent; Rosenthal records four cases of thrombosis 
and observes that induration of the vein was 
rather common among one hundred and _ fifty 
cases; Piersol and Bockus, who noticed throm- 
bosis of the vein five times among sixty-seven injec- 
tions, believes that the incidence of this drawback 


5 Smith, J. A.: Amer. Journ. Obstet. and Gynec., 1924, viii, 298. 

6 BRITISH MEDICAL JOURNAL, 1924, i, 277. 

7 Bloom, W., and Rosenau, W. H.: Arch. Int. Med., Chicago, 1924, 
xxxiv, 440, 
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might be obviated by the injection of a quantity of the 
dye smaller than that employed by Rosenthal. From 
the patient’s point of view—objection to the intra- 
venous injection of coloured fluid and the risk of 
thrombosis—Boardman and Schoonmaker, after com- 
parison of the two methods, prefer the use of 
the duodenal tube to Rosenthal’s modification.* It 
may be added that Rosenthal, in association with 
E. C. White, has found that bromsulphalein (phenol- 
tetrabromphthalein sodium sulphonate), when simi- 
larly employed, gives much more sharply cut results 
in the estimation of hepatic efficiency than does 
phenoltetrachlorphthalein, and these workers propose 
to issue an early report on the standardization for the 
clinical use of this new dye. Delprat, Epstein, and 
Kerr? have recently employed rose bengal di-iodo- 
tetrachlorfluorescine, of the triphenylmethane series, 
in the same manner, and obtained. much the same 
results as did Rosenthal with phenoltetrachlor- 
phthalein. 


GOLD TREATMENT OF TUBERCULOSIS. 
Ovr previous references' to Professor Holger Moellgaard’s 
new method of treating tuberculosis by an inorganic com- 
pound of gold and sodium, together with an antidotal 
serum, may now be supplemented by an account of two 
papers appearing in recent issues of the Danish medical 
journal Ugeskrift for Laeger.* The first of these, by Pro- 
fessor Moellgaard, deals with the experimental basis of the 
treatment. His investigations, he says, were inspired by 
the observation made by Koch, and published as long ago 
as 1890, that a salt of gold inhibits the growth of tubercle 
bacilli in a solution as weak as one in a million. Turning 
to the researches of Feldt and Spies, and the gold prepara- 
tion, ** krysolgan,’’ introduced by them in 1917, the author 
points out that the successes achieved by this drug 
dwindled as the dose. After describing the properties and 
chemical formula of his own preparation, ‘‘ sanocrysin,”’ 
and stating that it materially checks the growth of 
tubercle bacilli in a solution of one in a million and 
completely arrests it in a solution of 1 in 100,000, he 
gives a detailed account of experiments with such animals 
as guinea-pigs. Subcutaneous injections of tubercle bacilli 
were given, and the site of inoculation was then infiltrated 
with sanocrysin. All the control guinea-pigs developed 
generalized tuberculosis, whereas some ofthe animals 
treated by sanocrysin remained free. While the treat- 
ment of a tuberculous animal with sanocrysin provoked 
a violent reaction similar to, and probably identical 
with, the shock caused by a large dose of tuberculin given 
to a tuberculous animal, reaction could be avoided or over- 
come by an injection of serum obtained from a_tuber- 
culous animal, which appeared to neutralize the toxins 
generated by the interaction of sanocrysin with tubercle 
bacilli in the body. In other words, pasSive immunity was 
conferred on the tuberculous animals, which were thus 
protected from the otherwise fatal action of sanocrysin. 
These observations suggest that the action of sanocrysin 
depends on its capacity to destroy tubercle bacilli in the 
body. The reaction of the tuberculous animal possessing 
natural or passive immunity to sanocrysin differed greatly 
from the reaction of the tuberculous animal not possessing 
such immunity; the immunized animal reacted with fever, 
a rash, loss of weight, and diarrhoea, while the non- 
immunized animal reacted with a fall of temperature, 
albuminuria, myocarditis, and oedema of the lungs. Thera- 


* Boardman, W., and Schoonmaker, G. D.: 3 d j 
Philadelphic., 1924, elxviii, 668, 
elprat, G. D. stein, N. W., and Kerr, 
Chicago, 1924, civ, err, W. J. Arch. Int. Med. 
? BRITISH MEDICAL JOURNAL, November 8th, 1924, p. 870; N ber 22nd 
$24, p. 961; January 24th, 19%, p.1%. 
2. paetrere for Laeger, December 25th, 1924, p. 1035; January Ist. 1925, 


peutic doses of sanocrysin given to a non-tuberculous animal 
had no ill effects, whereas the same doses given to tuber- 
culous animals gave rise to all the reactions that would 
be expected of a process entailing the wholesale destruc- 
tion of tubercle bacilli in the tissues. After treat- 
ment with sanocrysin had been continued for ‘some 
time and clinical recovery had been achieved, the ex- 
tuberculous animals ceased to react to sanocrysin. The 
second paper, by Dr. K. Secher, describes early clinical 
tests with sanocrysin. In this it is stated that by 
November, 1923, Moellgaard’s experimental work with sano- 
crysin in tuberculous and non-tuberculous animals had 
proceeded so far that clinical tests on human beings had 
become justifiable. Since then Secher has given sanocrysin 
to a considerable number of hospital patients, but the choice 
of patient and the dose of the drug were at first faulty 
from lack of experience. The three principal reactions— 
fever, rash, and albuminuria—acted as guides to the con- 
duct of each case. The temperature in particular was a 
valuable index to the response of the tuberculous body to 
the intravenous injections of sanocrysin. As the tests pro- 
ceeded it became more and more evident that cases in which 
difficulties were anticipated required preliminary treatment 
to avoid the albuminuria which was liable to ensue after 
injections of sanocrysin. Serum from a tuberculous animal 
was given by intramuscular injection in doses of 20 to 
40 c.cm., and proved potent in counteracting the ‘‘ tuber- 
culin shock” caused by the sanocrysin. It was found 
advisable to continue the injections till there was no longer 
any reaction to them. Of the 9 patients who died, and 
whose death was directly connected with the treatment, 
2 died from shock, 3 from Herxheimer’s reaction, 3 from 
poisoning with emesis and hiccup, and 1 from cachexia. 
Of the 12 slight cases of pulmonary tuberculosis, 3 of which 
were sputum-positive, all were discharged as symptom-free, 
but this was the case with only 2 of the 21'severe cases. All 
the slight cases, which became symptom-free under treat- 
ment, reacted violently, severe erythema being sometimes 
provoked. With further experience the author has been 
abie to give sanocrysin to patients whom at first he thought 
unsuitable for it. It seems to be very effective for the 
chronic fibrotic cases; areas of consolidation in the lungs 
clear up, rales disappear, and certain patients have been 
able to return to work. Of 3 patients suffering from 
miliary tuberculosis, 1 was discharged as much improved, 
and 1 as cured. Tuberculous pleurisies also responded very 
satisfactorily ; of the 12 cases of acute pleurisy treated, 11 
were discharged as symptom-free. The treatment could be 
given to children provided it was instituted early enough, 
and Dr. Secher expects that the early treatment of glandular 
tuberculosis in childhood will avert the development of 
the later stages of tuberculosis. But the difficulties and 
the dangers of the treatment render it, for the present at 
least, suitable only for hospital practice. 


A NEW MOTOR DANGER. 
Reports from America show that commercial enterprise has 
evolved a wholly new danger to the general public. Some 
time ago the research staff of the General Motors Company 
discovered that the addition to petrol of one part in a 
thousand of the heavy volatile fluid lead tetra-ethyl 
(Pb(C,H,),) was an efficient method of preventing knocking 
in motors. This is a discovery of first-rate commercial 
importance, for it is said that it may result in a saving of 
25 per cent. of petrol, and also may make possible the use 
of high compression petrol engines. A new form of petrol 
has been placed on the market in America termed 
ethyl gasoline, which contains 1 per 1,000 lead tetra- 
ethyl, together with organic chloride and a distinctive 
dye. This mixture is harmless in theory, since the 
organic chloride reduces the lead tetra-ethyl, and lead 
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chloride appears in the exhaust. The United States 


Bureau of Mines' made experiments on the subject, 


and found that animals did not suffer in health when 


exposed for eight months to a definite concentration of 
exhaust gas from an engine using ethyl gasoline. Un- 


fortunately these comforting conclusions do not take into 
In the first place, 
serious trouble has been experienced in the manufacture of 
lead tetra-ethyl, and in one factory alone there were five 
deaths and forty-four other cases of serious poisoning. 


_This is not surprising, for organic lead compounds of the 


type of lead tetra-ethyl have long been known as the most 
dangerous of metallic poisons; they are, indeed, only 
rivalled by the corresponding mercury compounds. A few 
milligrams of lead tri-ethyl are sufficient to produce in a 
medium-sized dog convulsions similar to those caused by 
strychnine.? Lead tetra-ethyl is one of the comparatively 
few substances which can be absorbed rapidly through the 
skin; moreover, it is volatile, and can be absorbed still more 
rapidly through the lungs.. Like all lead compounds, it is a 
cumulative poison, but it produces a train of symptoms quite 
distinct from those of inorganic lead poisoning. The initial 
symptoms are insomnia, nausea, loss of weight, anaemia, 
and low blood pressure. In severe cases acute delirium 
resembling delirium tremens occurs. There appear to be 
many possible dangers in distributing a poison of this 
nature in large quantities throughout the community. The 
chief danger lies in its use in garages, since there is 
always the risk that petrol may be spilt; moreover, 
cars while being started discharge unconsumed exhaust, 
and in either case lead tetra-ethyl will be set free 
in confined spaces. There seems to be only a remote 
chance of unconsumed lead tetra-ethyl producing poison- 
ing in the public streets; but, on the other hand, we 
doubt if the health of the community would be benefited 
by having considerable quantities of lead chloride spr: aved 
continually into the chief streets of our large towns in the 
form of a fine dust. The amount of inor ganic lead required 
to produce chronic poisoning is only a small fraction of a 
grain a day, and it would probably take many months 
before the full effects of cumulative poisoning with minute 
quantities of lead would become manifest. For the above 
reasons the proposed introduction of ethyl gasoline appears 
to be a large-scale pharmacological experiment of a danger- 
ous nature, which might possibly produce disastrous results 
in the community. We understand that the City of New 
York has forbidden the use of ethyl gasoline in its area, 
and it is to be hoped that similar action will be taken in 
this country. 


THE SHAPE OF THE SKULL. 
A LECTURE on ‘‘ The cause of skull shapes ’’ was delivered 
by Dr. Arthur Robinson, professor of anatomy in the 
University of Edinburgh, under the auspices of the Royal 
Anthropological Institute, in the rooms of the Geological 
Society, Edinburgh, on January 19th. He drew attention 
to the fact that, the cranial and facial parts of the skull 


_ Varied in shape and size at different periods of life, and 


that it was now generally admitted that the size of the 
cranial part depended on the amount of its contents. 
Since in normal circumstances these contents were mainiy 
brain, it followed that the size of the cranium depended 
on the size of the brain. On the other hand, the cause of 
the shape of the cranium was still a matter of dispute, and 
a satisfactory explanation had to account, not only for 
differences in proportion, but also for the formation of 
localized expansions which were numerous and varied. The 
two main factors which might be assumed to have effect on 
cranial shape were environment and heredity. Environ- 

nent might be considered to include the associated effects 


uoted in the Journ. Amer, Med. Assoc., 1924, 83, 1511. 
mn; Journ. Lab. and Clin. Med., 1921, 6, 427. 


of climate and altitude and the immediate environment of 
the muscles attached to the skull bones. With regard to 
general environment, there was a fairly common idea that 
a special type of head was being evolved in America, but 
there was no definite proof that such was the case. It 
seemed impossible to avoid the conclusion that the shape 
of the skull depended mainly upon hereditary tendencies 
which worked under the law of genetic control. If. that 
was the case, then the shape of the cranium depended upon 
the growth of the brain, and the growth of the brain was 
undoubtedly governed by the laws of heredity. 


1ODIZED TABLE SALT. 
Tue brilliant work of Marine and his colleagues, who have 
proved that simple goitre is a preventable disease, has led 
to the consideration of the best way of supplying iodine to 
communities where goitre is frequent. Marine and Lenhart 
have shown that 2 grains of sodium iodide given daily for 
a fortnight every six months prevents goitre in school 
children. This represents a total of 56 grains (3.6 grams) 
a year. Klinger in Ziirich has shown that 5 mg. of iodine 
given weekly throughout the year is equally efficient for 
school children. This represents a total of only 4 grains 
(0.26 gram) of iodine a year. Marine has pointed out that 
the thyroid has only limited means of storing iodine, and 
that therefore the most economical method of administering 
iodine is to give it in small doses as frequently as possible, 
He considers that the body requires about 2 grains (0.13 gram) 
of iodine a year if the iodine is given continuously in 
minute quantities. This figure agrees with such knowledge 
as we have of the amount of thyroxin consumed daily by 
the body. Any method of giving iodine as a preventive of 
goitre should therefore aim at providing about 2 grains a 
year; it may be found that smaller quantities suffice, but 
this is the figure indicated by our present knowledge. The 
problem has been met in some American cities by adding 
iodides to the water supply. This, however, is an extremely 
wasteful method, as only a very small fraction of the water 
supplied to a town is used for cooking or drinking. Another 
method is to provide iodized table salt, and here we meet 
with the difficulty of determining how much ought to be 
added. The Swiss Goitre Commission recommended a total 
of 2 to 5 mg. of iodine per kilo of salt; and iodized 
table salts are now used extensively in Switzerland and the 
Tyrol. Salts are now being placed on the market in 
England which contain a quantity of iodine similar to that 
recommended by the Swiss Goitre Commission. We have 
received, for example, from Messts. George Hamlett and 
Sons, Ltd., a sample of an iodized table salt, to which they 
have given the trade name “‘ Premido.’’ The only question 
seems to be whether its use as a table salt would provide 
a sufficient quantity of iodine. An individual on a normal 
diet excretes about 10 grams of sodium chloride a day. 
Less than half of this is taken as table salt, and therefore 
a content of 5 mg. of iodide in table salt per kilo of body 
weight would provide an individual with much less than 
10 mg. (1/6 grain) of iodine a year. Marine! has recom- 
mended the use of table salt containing 0.2 per cent. 
iodine as a prophylactic in the districts where endemic 
goitre prevails to a mild extent. This is four hundred 
times the concentration recommended by the Swiss Goitre 
Commission. The idea of supplying iodine to the popu- 
lation by adding iodides to table salt appears to be a 
reasonable proposal, but before this method is used and 
relied upon as a prophylactic it would seem desirable that 
the authorities should agree within the nearest power of 
ten as to the proportion of iodine necessary. Another 
important question which arises is whether persons with 
fully active thyroids are likely to suffer if supplied regu- 


larly with an excess of iodine. Marine and Klinger both 


1 Proc. Inst. Med. of Chicago, 1924, pp. 31- %. 
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say that they have watched carefully for exophthalmic 
goitre, and have found no evidence that it is produced 
by large-scale prophylactic iodine medication. Sir William 
Macpherson has, however, reported, in a letter published 
in our columns of January 17th, that this danger is still 
under consideration in Switzerland. 


INTERNATIONAL CONGRESS OF RADIOLOGY. 
ARRANGEMENTS are being made by the Electro-Therapeutic 
Section of the Royal Society of Medicine, the Réntgen 
Society, and the British Institute of Radiology, to hold a 
Congress of Radiology in London from July Ist to 4th. 
The president of the congress will be Mr. C. Thurstan 
Holland, Ch.M., of Liverpool. Radiologists from all 
countries are invited to take part, and it is hoped to 
arrange for the formation of a comprehensive international 
committee and the establishment of a full international 
congress at stated intervals in different countries. It is 
further hoped that at this London congress arrangements 
will be made for the first International Congress, and that 
the date of this and the country in which it will be held 
will be decided by the international committee. Physics, 
electro-therapeutics, and allied subjects will be included in 
the scope of the London congress, and all papers to be read 
should be sent to the Secretary-general, at the British 
Institute of Radiology, not later than May Ist, accom- 
panied by a short abstract. The organizing committee 
states that it is particularly desirable that papers, wherever 
possible, should be approved by a recognized society of 
which the author is a member. All papers and abstracts 
must be typewritten or printed. Each paper will be read 
at the congress in the language selected by the author, and 
it is intended to publish the papers read -in the British 
Journal of Radiology. In connexion with the congress 
there will be an exhibition of radiological and electrical 
apparatus, and of radiograms. Radiological and electro- 
therapeutic societies are invited to send approved repre- 
sentatives who shall be eligible to serve on the international 
committee. Societies are requested to bring the congress 
to the notice of their members and to secure the attendance 
of as many as possible. The fee for membership of the 
congress will be 2 guineas, and it is hoped that all who 
wish to attend will signify their intention as soon as 
possible so that some numerical estimate may be possible. 
Arrangements for travelling facilities and hotel accom- 
modation are being made. The opening meeting of the 
congress will be held on the morning of Wednesday, July 
Ist, and on the previous evening a reception will be held 
so that delegates and members may meet. The house of 
the British Institute of Radiology (32, Welbeck Street, 
Iondon, W.1) will be the administrative centre for the 
congress, and an information bureau, with interpreters, 
will be provided. All communications should be addressed 
to the Secretaries, International Congress of Radiology, 
¢/o the British Institute of Radiology. 


ASTIGMATIC CORRECTION FOR NEAR WORK. 
In the British Journal of Ophthalmology for January is 
published a paper by Mr, A. 8. Percival on the ‘ altera- 
tion of the power of a cylinder when used for near work.” 
The mathematics of this paper may not be to the liking of 
the majority of readers, but the point is a very pretty one, 
and deserves the attention of all who have to prescribe 
spectacles. Mr. Percival finds that in the higher cylindrical 
powers, if the correct glass be given for distance, it will 
not accurately correct the astigmatism for near work as 
well. The corneal astigmatism is fixed. Mr. Percival 
finds that a cylinder of approximately 9 per cent. higher 


strength will be required to correct the astigmatism fully 
when used for work at a distance of about 30 cm. from the 
glasses. If a full presbyopic addition of +3D be given, no 
further addition is required, because the 3D addition may 
be regarded as simply making the divergent rays from the 
close work become a parallel beam. If a partial correction 
for presbyopia be given, a smaller addition to the cylin- 
drical lens will be needed. The following examples will 
make the matter clear. If no presbyopic correttion be 
given, increase the cylinder by 9 per cent.; if +1 corree- 
tion, increase by 6 per cent.; if +2, increase by 3 per cent. ; 
if +3, do not increase the cylinder. This is a point of 
practical importance in dealing with the higher cylindrical 
lenses. If no presbyopic addition be given, 5.5D of 
astigmatism at a distance will require 6D (6.005D) for 
reading; but 1D of astigmatism at a distance would be 
corrected by -a 1.09D cylinder for near work, and this 
addition is, in practice, negligible. The paper ends with 
a discussion of an interesting point about intorsion of the 
eyes when converged and ‘depressed; the part played here 
by the superior oblique muscles in the depression of the 
eyes may lead to a variable amount of intorsion; if this 
occurs, the axes of the cylinders should be intorted also. 
A valuable table gives in the second and fourth columns 
the lenses that should be used for close work, if exactly 
the same correction is required as that for distance, which 
is supplied in the first and third columns. 


RAINFALL IN 1924. 


THe general impression that 1924 was a very wet year in 
England and Wales is fully borne out by the report of Mr. 
F. J. W. Whipple, superintendent of the British Rainfall 
Organization, Meteorological Office (Times, January 30th). 
It was the wettest year since 1912. Taking the average 
fall at 100, it was 121 in 1924 and 125 in 1912. The year 
1903 was wetter (128). The excess of rain in Ireland was 
last year a little greater (122 per cent.) than in England 
and Wales, and in Scotland considerably less (105). 
Taking the British Isles as a whole the percentage was 117, 
as compared with 127 in 1903. These percentages, how- 
ever, while they justify the impression mentioned, give no 
idea of the actual amount of precipitation. Thus, while in 
England last year it was 39.6 inches, as compared with an 
average for 1881 to 1915 of 32.7, in Wales it was 60.8 
compared with 50.1, in Scotland it was 52.8 compared with 
50.3, and in Ireland 52.8 compared with 43.3. The wettest 
station in the British Isles, Glenquoich in Inverness-shire, 
was a little less wet than usual, having 108.92 inches instead 
of its average of 110.75. The floods in the Thames valley, 
which began about Christmas, were due to a combination 
of circumstances. In the early part of the month there was 
little rain; in the second week, indeed, there was a very 
widespread fog. On December 15th there was heavy rain 
(0.69 inch in the Thames valley); then there was a spell of 
dry weather, but on December 23rd it began to ram im 
earnest, and before the end of the year 2.79 inches had 
fallen, or an average of 0.31 inch a day, As the river 
above the first lock (Teddington) can only dispose of about 
0.2 inch of rain a day, any greater fall in the valley must 
either sink into the soil or overflow the channel. In the 
valley of a river flowing through an alluvial country there 
is, generally speaking, a constant downhill movement of 
water, not only in the bed of the river but through the 
subsoil of either bank. The water level in the soil varies 
directly with the amount of rain, but in an average season 
much of the water that falls in the valley is being 
gradually drained into the river by side streams. This year 
the soil, when the heavy rains came at the end of December, 
was already waterlogged. Mr. Whipple states that even 
at the Old Deer Park at Richmond (below locks) the under- 
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ground water was nearly 3 ft. higher in June than it 
had been at the end of March. After that each month, 
with the single exception of November, showed an excess 
of rain. It was especially in the South of England that 
the rainfall of 1924 was above the average. At High 
Wycombe, in the Chiltern Hills, the figure for the year was 
38.94 inches compared with an average of 25.90—an excess 
of 50 per cent. The river which drains this area empties 
into the-Thames. The rainfall was unusually high also at 
Windsor (42 per cent. above the average). In some places 
in England thunderstorms caused heavy falls within short 
periods. Such storms occurred on July 22nd in a string of 
places on a line from Guildford to the Norfolk coast. The 
heaviest fall recorded was 4 inches at the Royal Horti- 
cultural Society’s ground at Wisley, Surrey; at South 
Kensington 1} inches fell in twenty-five minutes. There 
was another big storm in the north of London on July 29th, 
and at Hampstead, which was caught in both storms, the 
total fall for the month was 7.60 inches. Mr. Whipple 
gives a brief description of a storm which occurred in 
August near Bridgwater, between the Quantock Hills and 
the mouth of the River Parret. It was, he says, in some 
respects by far the greatest ever recorded in the British 
Isles. The rainfall measured at Cannington was no less 
than 9.4 inches, and of this amount the observer, Mr. 
Kendall, reckons that at least 8 inches fell in five hours. 
Such a rainfall would have done great damage in some 
parts of England, but the countryside affected was sparsely 
populated and well provided with brooks, so that the damage 
was minimized, though the roads suffered badly. As has 
been said, the earlier part of the year had been wet, so 
that the ground in many districts was sodden. April, 
normally one of our driest months, was wet (3.4 inches), 
making it with one exception (1878) the wettest April on 
record for Kew Observatory. May also had a very heavy 
fall ail over the British Isles, yielding more than twice the 
average (214 per cent. in England and Wales). September 
too was wet (174 per cent. in England and Wales), so that 
the circumstances conspired to bring the floods which 
caused so much inconvenience, especially in the Thames 
valley at the turn of the year. 


INFLUENZA. 

Last week the deaths from influenza in the great towns 
of England and Wales increased from 142 to 195, and 
two cities outside London (which had 39 deaths) recorded 
10 or more deaths—namely, Manchester 22 and Salford 10. 
The notifications of pneumonia suggest wide prevalence in 
the Midlands, Lancashire, and Yorkshire. The course 
of the mortality is very similar to that of last year, 
as will be seen from the following figures, the deaths 
in the corresponding week of last year being shown in 
parentheses: 100 (98), 124 (93), 142 (153), 195 (236). In 
1924 the deaths continued to increase for another five weeks 
and attained a maximum of 730. It seems therefore 
probable that we have to do with a recrudescence of the 
same order of importance, and that the maximum mortality 
is not likely to exceed 700 or 800 in the great towns (with 
a population at risk of rather more than 19 millions). 
However, prophecy is more than usually rash in connexion 


with influenza. 


From the full report printed at page 285 it will be scen 
that an application on behalf of Dr. P. Bateman for leave 
to appeal against his recent conviction and sentence for 
' manslaughter was granted by the Court of Criminal Appeal 
on February 2nd, and it is understood that the hearing of 
the appeal will open on February 8th. The argument by 
Mr. Norman Birkett, K.C., counsel for the appellant, will 
be found of considerable interest. 


Hoba ct Potera. 


MEDICAL MEN IN “SCENES OF CLERICAL 
LIFE.” * 

Tue characters in the three stories which collectively form 
Scenes of Clerical Life, by George Eliot, were, as is well 
known, drawn in the majority of cases from persons who 
were actually living in or near Nuneaton during her early 
years.! It is for this reason that the three stories in 
question occupy a unique position in English fiction. The 
characters include four medical men who practised in 
Nuneaton; they appeared as ‘‘ Mr. Pilgrim,” ‘ Mr. 
Pilgrim’s assistant,’? ‘‘ Mr. Pratt,’? and ‘‘ Mr, Brand ”’ 
respectively. All were drawn from life, and all have been 
positively identified with the exception of the second, but, 
as will shortly appear, it is possible at least to suggest who 
he really was. 


The first, ‘‘ Mr. Pilgrim,’’ was William Bucknill. He was born 
at Rugby in 1781, oe was educated at Rugby School. In 1800, 
at the early age of 19, he obtained the diploma of M.R.C.S., 
and commenced practice in Nuneaton shortly afterwards. He 
lived in a house which stood in front of the site now occupied 
by the Post Office. During the year 1804, and probably for 
a still longer period, he was in frequent attendance upon Sir 
Roger Newdegate (1719-1806) of Arbury Hall (the ‘‘ Cheverel 
Manor ”’ of George Eliot), near Nuneaton, and also upon the 
household, as appears from an account of that year for his 
professional services now in the possession of Dr. E. N. Nason 
of Nuneaton. An interesting item on this account is a charge 
of £22 4s. for one hundred and forty-eight inoculations; this 
is doubtless a reference to the old practice of inoculating 
variola. Another interesting feature is the doctor’s very reason- 
able fee: he charged Sir Roger half a crown for a ‘‘ journey ” 
—that is to say, for a visit. As Arbury Hall was at least 
two and a half miles from his home in Nuneaton this fee was 
certainly not excessive. It is eloquent testimony to Dr. 
Bucknill’s ability that Sir Roger should have chosen him for 
his medical adviser, for the doctor was only 23 years of age 
at the time in question. Dr. Bucknill, after a long professional 
career, retired from practice during the middle fifties, and died 
after a prolonged illness on April 4th, 1860, aged 79. 

His assistant (‘‘ Mr. Pilgrim’s assistant ’’) was probably Dr. 
Edward Nason (1800-1868), who studied at Guy’s Hospital and 
became M.R.C.S., L.S.A. in 1822. He practised for some 
years in partnership with Dr. Bucknill. This partnership was 
in existence in 1831, although it was ultimately aia and 
it is therefore possible that Dr. Nason entered the practice as 
an assistant with a view to partnership. This is the principal 
reason for identifying him with ‘‘ Mr. Pilgrim’s assistant,’’ fot 
the latter is mentioned by the novelist in terms which are 
too brief for positive identification.” 

The third, ‘‘ Mr. Pratt,’’ was in real life Mr. Bond. There were 
for some years two practitioners of the latter name in Nuneaton. 
The eldest was J. Bond. He held no qualification, but his 
name appeared in the early medical directories (issued before 
the Medical Act came into force) because he had been in 
practice prior to 1815 (the date of the Apothecaries Act). He 
died on April 10th, 1849, aged 79. The other practitioner of 
the same name was William Hargreave Bond, L.S.A. 1828, who 
died about 1847. There seems, however, to be no doubt that 
‘‘Mr. Pratt” was J. Bond. ‘‘Mr. Pratt” is stated by George 
Eliot to have been long established in ‘‘ Milby ’’ (Nuneaton), 
and of the two practitioners named Bond, the eldest, J. Bond, 
is the only one who can have answered this description during 
her childhood. 

The fourth, ‘‘ Mr. Brand,’’ to whom only brief reference was 
made in the stories,* was Mr. Harris. He lived at Chilvers 
Coton (the ‘‘ Shepperton ’’ of George Eliot), near Nuneaton, 
and died in November, 1837, aged 39. 

Scenes of Clerical Life contains long and amusing descrip- 
tions of ‘‘ Mr. Pilgrim” and ‘‘ Mr. Pratt.’’ It is impossible 
to ascertain the precise extent to which these descriptions are 
coloured with humorous exaggerations, but there is little doubt 
that they were, in the main, faithfully drawn, even if an 
element of light and entirely friendly caricature is by no means 
lacking. As pen-pictures of two practitioners of the old school, 
by so acute an observer as George Eliot, they thus possess 
some historical interest, and no apology is needed for quoting 


*Being part of a paper read before the Nuneaton’ and Tamworth 
Division of the British Medical Association, January 25th, 1924, by 
Richard J. ye M.R.C.S., L.R.C.P. 

1 Compare George Eliot: Scenes and People in Her Novels. C. S. Olcott, 
London, 1911. 

2 Janet's Repentance, chapters xxii, xxiii. 

The Sad Fortunes of the Rev. Amos Barton, chapters vii, viii- 
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their principal features here. In the extracts which follow the 
novelist’s own words have been adhered to as far as is possible. 

Mr. Pilgrim was a large, tall, heavy man, who visited, on 
hcrseback, those patients of his who lived some distance away. 
He occasionally affected aristocratic airs, and gave late dinners 
with enigmatic side-dishes and poisonous port. He was never 
so comfortable as when he was relaxing his professional legs 
in one of those excellent farmhouses where the mice are sleek 
and the mistress sickly. He iooked with great tolerance on 
all shades of religious opinion that did not include a 
belief in cures by miracle. On this point he had the con- 
currence of Mr. Pratt, the only other medical man of the same 
standing in Milby (Nuneaton). Pratt was middle-sized, in- 
sinuating, and silvery voiced. 


He “elegantly referred all diseases to debility, and, with a 
proper contempt for symptomatic treatment, went to the root of 
the matter with port-wine and bark; Pilgrim was persuaded that 
the evil principle in the human system was plethora, and he made 
war against it with cupping, blistering, and catharties. ‘They had 
both been long established in Milby, and as each had a sufficient 
practice, there was no very malignant rivalry between them; on 
the contrary, they had that sort of friendly contempt for each 
other which is always conducive to a good understanding between 
professional men; and when any new surgeon attempted, in an 
ill advised hour, to settle himself in the town, it was strikingly 
demonstrated how slight and trivial are theoretic differences com- 
pared with the broad basis of common human feeling. There was 
the most perfect unanimity between Pratt and Pilgrim in the 
determination to drive away the obnoxious and too probably 
unqualified intruder as soon as possible. Whether the first wonder- 
ful cure he effected was on a patient of Pratt’s or of Pilgrim’s, 
one was as ready as the other to pull the interloper by the nose, 
and both alike directed their remarkable powers of conversation 
towards making the town too hot for him. But by their respective 
patients these two-distinguished men were pitted against each other 
with great virulence. Mrs. Lowme could not conceal her amaze- 
ment that Mrs. Phipps should trust her life in the hands of Pratt, 
who let her feed herself up to that degree, it was really shocking 
to hear how short her breath was; and in. Phipps had no patience 
with Mrs. Lowme, living, as she did, on tea and broth, and looking 
as yellow as any crow-flower, and yet letting Pilgrim bleed and 
blister her and give her lowering medicine till her clothes hung on 
her like a scarecrow’s. On the whole, perhaps, Mr. Pilgrim’s repu- 
tation was at the higher pitch, and when any lady under Mr. Pratt’s 
care was doing ill, she was half disposed to think that a little more 
‘active treatment’ might suit her better. But without very 
definite provocation no one would take so serious a step as to part 
with the family doctor, for in those remote days there were few 
varieties of human hatred more formidable than the medical.” 


Pratt’s patients were profoundly uninteresting to Pilgrim; 
their very diseases were despicable, and he would hardly have 
thought their bodies worth dissecting. But there was, at the 
same time, in Mr. Pilgrim’s heart a latent store of tenderness 
and pity which flowed forth at the sight of suffering.* 


PULMONARY TUBERCULOSIS TREATED BY 
SPAHLINGER’S SERUM. 

In our issue of January 3rd (p. 43) we published an article 
under this title illustrated by reproductions of two radio- 
grams. On October 30th, 1924, we had received from 
M. Spahlinger (Carouge, Geneva) a letter transmitting the 
reports of Dr. Stephani and Dr. Hudson. A proof of the 
article was sent to Dr. Stephani and returned by him 
unaltered. The proof was received here on return on 
November 19th, and the contribution, as has been said, was 
eventually published in our issue of January 3rd, 1925. 
Subsequently we were informed that the patient had died, 
and on January 26th we received from M. Spahlinger the 
following letter, dated Geneva, January 12th: 

“* Sir,—With reference to the case of Mr. R. G. which appeared in 
one of your late issues, may I explain that this patient, who made 
buch a rapid recovery, had started to resume normal life, when he 
contracted typical pneumonia, from which he died.—Yours faith- 
fuily, H. 

We have been independently informed by the Ministry of 
Pensions that their Medical Branch, from the particulars 
given in the article as published, recognized the case as 
one of which they had detailed information and that they 
had heen officially notified on November 21st that ‘‘ R. G.”’ 
on October 25th, 1924, had a very copious haemoptysis, and 
that from October 27th signs of pneumonia, with pneumo- 
tocci in the sputum, developed and the case terminated 
fatally on November 3rd. 


+The Sad Fortunes of the Rev. Amos Barton, Chapter 1; Janet's 
Repentance. Chanter TT. 


ROYAL COMMISSION ON LUNACY AND MENTAL 
DISORDER. 


(Continued fram page 230.) 
ADMINISTRATION AND PROCEDURE. 
Ar the sitting of the Lunacy Commission on January 28th the 
examination was continued of Mr. Montgomery Parker, chair- 
man of the National Society for Lunacy Reform. The principal 
discussion of the morning centred round the procedure on 
discharge of a patient. 

The CHarrMAN (the Right Hon. H. P. Macmillan, K.C.) said 
he had always felt that a difficult part of the Commission’s in- 
vestigation concerned the position of the authorities with 
regard to the recently recovered patient. The moment the 
patient was restored to sanity it was illegal to detain him, and 
yet; as in all illnesses, to fix the date of convalescence was 
difficult, and to restore the patient immediately to his old life 
would in many cases be detrimental. One solution would be 
to make the patient become, at the stage of recovery, a volun- 
tary boarder, thereby taking him out of the category of legally 
detainable persons. Another suggested solution was the utiliza- 
tion of the parole system, but this would involve some infringe- 
ment of the law, because a patient on parole was still subject 
to the legal nexus which should not apply to a sane person. 

Earl Russell asked what the witness would do if he were a 
medical superintendent and had a case practically recovered— 
a case which if it came to him in its present condition he would 
not dream of certifying, but which he knew would suffer 
injury from being sent out immediately. Mr. Parker said that 
he would make such a patient a voluntary boarder. He recog- 
nized that before such patients were sent out on trial an 
investigation must be made as to their home conditions, and 
in the case of rate-aided patients the only practicable step 
might be to send them back to the infirmary. 

The Chairman pointed out that removal from the care of the 
medical attendant who had achieved the cure to that of the 
Poor Law doctor who did not know the case at all, and into 
surroundings different and less suitable, would be a menace to 
the completion of recovery. Mr. Parker said that he would 
like the medical superintendent to tell the patient that he was 
free, but to add, ‘‘ If you take my advice you will remain here 
another month.” 

Sir Humphry Rolleston remarked that the witness, in his 
desire to protect the individual from any lapse of efficiency 
on the part of the medical superintendent, urged the right of 
independent medical access. But from what source would the 
outside doctor get his information? Mr. Parker said that he 
would get it primarily from the patient, from the patient's 
friends, from other patients possibly, and from the case-book 
and other records. Sir H. Rolleston said that it seemed to 
him that the outside doctor would have to depend very largely 
on evidence furnished by the medical superintendent. 

The Chairman remarked that in reading Dr. Lomax’s book he 
had been impressed by the statement that in asylums the worst 
cases were those most insistent on release. 

Some discussion took place on definitions, and the Chairman 
noted that in all the definitions which had been proposed to the 
Commission, including those brought forward by the British 
Medical Association,' persons were defined by the steps which 
it was necessary to take in dealing with them. They were 
defined by the consequences of their condition rather than by 
those attributes from which the consequences sprang. He felt 
that this must be so; a pathological definition would be 
impossible from the administrative point of view, and a 
workable definition must be based on conduct or ability. 

A part of the evidence of the National Society for Lunacy 
Reform pressed for a more judicial character to be given to all 
proceedings prior to detention, the proceedings to be initiated 
by sworn information, and to involve the usual rights of cross- 
examination at the inquiry and the calling of rebutting 
evidence. 

The Chairman here remarked that the British Medical Asso- 
ciation, in Appendix A of its evidence, had collected, for a 
different purpose, the various sections of the Act in which the 
justice of the peace or the judicial authority was referred to as 
being clothed with judicial powers. The purpose of the Asso- 
ciation was to emphasize the judicial character of the pro- 
cedure and to plead that all persons taking part in the pro- 
ceedings should enjoy protection, including, of course, the 
certifying doctor. The National Society for Lunacy Reform 
was looking at the matter, not from the point of view of pro- 
fessional safeguards, but from that of the rights of the patient. 
But if the society was laying stress upon the desirability that 
the proceedings should have a fully judicial character, with the 
doctors as witnesses, this, of course, would mean that the 
doctors must have the same protection as any other witnesses 
in a judicial proceeding. 


~ 1 See SUPPLEMENT, British MepICAL JOURNAL, January 17th, 1925, pp. 29-36. 
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Mr. Parker said that his society was against this demand on 
the part of the doctors. It seemed that the doctors wanted to 
pass on their responsibility, and to enjoy the immunity of 
witnesses in courts of law. His society did not suggest this. 
What was wanted from the doctor was a medical report for 
which he must be considered responsible. 

The witness agreed, in answer to the Chairman, that there 
might be cases in which it would be inexpedient to disclose the 
medical opinion to the patient; if the judicial authority func- 
tioned efficiently the proposals of his society would be modified 
to that extent. He did not think that disclosures in regard to 
lunacy were any more serious than those in divorce, and resi- 
dence in a mental hospital would become known generally, 
sooner or later. 

Sir David Drummond questioned the witness as to whether 
he had any cases to bring forward in which it was alleged 
that patients were wrongly certified. Mr. Parker said that 
there were cases in which the mental disturbance was of onl 
short duration, and such cases should not have been dealt with 
by way of certification. Sir David Drummond asked that the 
certificates in one such case might be put in, and the witness 
promised to comply. 

‘Another contention of the witness was that when a patient 
was capable of making rational statements an inquiry into his 
case should be conducted publicly. Ear] Russell asked whether 
it was really desired that, in addition to the relatives and other 
parties interested, the local reporter should be present, and 
serve up for the public all the medical and other details. The 
witness agreed that there were difficulties surrounding such a 
requirement, and finally he admitted that nothing was to be 
gained by publicity if the judicial authority could be relied 
on to function properly. He also said that few of the public, 
and not many practitioners, seemed to know what rights a 
patient possessed under the Lunacy Act. There should be a 
copy of the Act in the possession of every medical officer of 
health, and it would be a valuable step to have printed for 
popular use, on a card or in pamphlet form, the main 
provisions of the Act. 

The Commission adjourned until February 9th. 


England and Wales. 


A Depuration To THE MiNisTER OF HEALTH. 
On January 27th Mr. Neville Chamberlain, M.P., the 
Minister of Health, received a deputation from the People’s 
League of Health, who submitted to him a number of 
resolutions passed at the Conference convened by the League 
on the causes, treatment, and prevention of disease, held 
at the British Empire Exhibition last May.* Viscount 
Burnham, in introducing the deputation, reminded Mr. 
Chamberlain that he had presided over the first section of 
the Conference and delivered an illuminating speech on the 
housing question, and said that the League existed for the 
propagation of health ideals and health knowledge and of 
health habits in the body politic. Sir W. Arbuthnot Lane 
submitted a resolution urging the appointment of an inter- 
departmental committee to prepare a pamphlet on proper 
food as the basis of health and the first step in the pre- 
vention of disease. Dr. Scurfield urged that the constitu- 
tion of infant foods should be declared on the label, and 
asserted that preservatives were used as a substitute for 
cleanliness. Professor W. E. Dixon made the point that 
America forbade the presence of boracic acid in home- 
consumed foods, though there was no reason to suppose that 
foods exported to this country (which did not have any 
regulation preventing the use of boracic acid as a food 
preservative) did not contain boracic acid, which in an 
aggregate of small quantities was inimical to health. Sir 
Harry Baldwin declared that the surest way to strengthen 
the tissues against illness was by the general and generous 
consumption of wholemeal in preference to devitalized white 
bread. Dr. Tredgold said that the many eminent mental 
specialists who were councillors of the League were con- 
cerned with the urgent necessity for provision of treatment 
for early cases of mental disorder; adequate treatment was 
also needed for children suffering from the after-effects of 
encephalitis lethargica. Mr. C. J. Bond, in dealing with 
the hospital problem, urged the department to institute 
tontributions on insurance lines to a hospital service which 
should be co-ordinated in regard to methods, and particu- 
larly to method of discharge. Professor H. R. Kenwood 


1928'S. JouRNAL, June 7th, 1924, p. 1013; January dist, 


spoke of the evil effects of overcrowding, and stressed the 
point that tuberculosis infection was contracted chiefly in 
infancy. Professor 8. Lyle Cummins, after paying a 
tribute to the tuberculosis work done by the Government, 
urged the co-operatios of the Ministry and the Board of 
Education to remove children from crowded areas and place 
them free from infection in schools at the seaside or in the 
country. Dr. F. E. Fremantle, M.P., said that the 
consolidation of the Public Health Acts would make a 
composite machine for the formation of public opinion. 
The Minister, in his reply, said that the Ministry had 
already issued a pamphlet on diet, and this was available 
for the public and for the League if they could make use 
of it; others would probably follow. But he doubted 
whether a Government department could properly under- 
take the issue of popular leaflets, which must necessarily be 
in a form open to criticism by specialists. Mr. Chamberlain 
then commented briefly upon the other resolutions put 
before him, expressing general sympathy with most of the 
aims thus declared. He said he proposed to accept generally 
the recommendations of the Food Preservatives Committee, 
which would be circulated in draft, so that the interests 
concerned could make out any case they had against them. 
With regard to smoke abatement, he had already given an 
assurance that a bill would be introduced, but with many 
Government measures urgently requiring to be passed 
through he doubted if it would be politic to introduce it 
this session. He reminded the deputation that when he 
had been in office before he himself introduced a bill for 
the early treatment of mental disorder ; but the Government 
had gone out of office before this could pass through all its 
stages, and since then the Royal Commission had been 
appointed, which would necessarily delay any progress with 
the bill. But the fact that he had himself prepared the 
bill was an earnest of his intentions. On the subject of 
the mental and moral deterioration of children after 
encephalitis lethargica, he was informed that the Board 
of Education was about to make special provision for 
dealing with such children. With regard to hospital ser- 
vices, he assured the deputation that if what they were 
anxious to secure was better co-ordination, he was entirely 


_at one with them. But the object aimed at seemed to him 


unattainable without the reform of the Poor Law. This 
the Government had undertaken to deal with, and intended 
to press it forward as quickly as possible. As to the risk 
of the spread of tuberculosis by infected adults, he quite 
recognized this, but thought it would be better to remove 
the source of infection from the children rather than the 
children from the source of infection. Many local 
authorities had in private bills taken power to remove tuber- 
culous cases compulsorily, and he was prepared to give 
general powers to local authorities in amending the Public 
Health Bill which he contemplated introducing as early as 
possible. That bill would be a preliminary to the con- 
solidation of the Public Health Acts, and he hoped it 
might be possible to get both those measures through in 
the coming session. He also hoped that, if not this session 
at any rate next, he would be able to get through a bill 
amending the Midwives Act on the lines suggested by the 
deputation. 


Auiecations oF AsytuM Inu TreatMeNtT ReEFUvreD. 

A few days ago sensational paragraphs appeared in some 
of the daily newspapers, under startling headlines such 
as ‘‘ Story of asylum inferno,” and ‘ Degrading asylum 
conditions,’”’ containing allegations said to have been made 
at a meeting of the Wandsworth Board of Guardians on 
January 22nd by some members of the board, following a 
visit to Hanwell Mental Hospital on January 6th. A 
member of the board was reported to have said that a 
courtyard in which patients were confined was like Dante’s 
Inferno, and that fifty or sixty men were there huddled 
together in degrading conditions, half-clothed, with torn 
shirts, without coats or waistcoats, and with no shelter 
from the weather. With regard to these allegations the 
Mental Hospitals Committee of the London County Council 
informed the Council at its meeting on February 3rd that 
on January 6th seven members of the Wandsworth Board 
of Guardians, among whom was the member referred to, ' 


‘signed an entry in the visitors’ book at Hanwell: Mental 


Th 
was 
men 
Fort 
Brit 
had 
the 
the 
payl 

wrth 
Soci 
for 
rece 
expe 
and 
man 
cred 
bene 
publ 
wor] 
conc 
yeat 
reni 
Duk 
May 
hos} 
£5,¢ 
yeal 
was 
of 
witl 
list 
hos} 
wor 
wit! 
hyg 
to 
cost 
of 1 
play 
that 
the 
the 


amy 
gre: 
of t 


oat, 
via 4 ‘ 
> — pi 
Hos} 
insti 
comi 
+ 
tant 
4 
4 
27 
4 
- 
Dr. 
mer 
rece 
4 a Se 
f 
rol 
4 
tub 
imp 
edu 
pro 
the 
treg 
4 imn 
give 
In 
abo 
pen 
— exa 
pre 
it 
the 


Ss 


an @ 


FEB. 7, 1925] 


SCOTLAND. 


279 


[ Tae Baitisa 
Mepicar Journnat 


— 


Hospital in these terms: ‘‘ We have this day visited the 
institution and the patients appeared quite as happy and 
comfortable as is possible ’’! 


Royat Unitep Hospiran, Baru. 

The annual meeting of the Royal United Hospital, Bath, 
was held on January 28th. The report of the manage- 
ment board for 1924 referred to the tragic death of Mr. 
Forbes Fraser, who was to have been President of the 
British Medical Association Annual Meeting this year. He 
had been the prime mover in the scheme for acquiring 
the site at Combe Park, and had lived to see part of 
the building plan completed—namely, the erection of the 
paying hospital for people of limited means, and of the 
wthopaedic hospital for crippled children. The Friendly 
Societies’ Council in Bath had arranged during the year 
for the raising of an annual contribution to enable the 
receipts of the Royal United Hospital to balance the 
expenditure. The sum of £4,900 had been handed over, 
and so for the first time for very many years the board of 
management was able to produce a balance sheet showing a 
credit balance of £859 on the year’s working. A further 
benefit derived from this scheme was that the general 
public were now taking a much greater interest in the 
work of the hospital, and large parties of visitors had been 
conducted round the wards. A notable event during the 
year was the official opening of the paying patient hospital, 
renamed the ‘‘ Forbes Fraser Hospital,’’? in May, by the 
Duke of Connaught, which was described in our issue of 
May 24th, 1924 (p. 915). The total ordinary income of the 
hospital during the year was £19,225, being an increase of 
£5,633 on the previous year. The total expenditure for the 
year was £17,319, as against £16,164 in 1923, and there 
was a debt of £7,000 to be extinguished. The total number 
of patients treated during the year was 8,156, as compared 
with 7,967 in the previous year; there was still a waiting 
list numbering 70. Sir Percy Stothert, chairman of the 
hospital, referred to the urgent need for transferring the 
work of the hospital to Combe Park, in order’ to do away 
with the waiting list and to provide better and more 
hygienic conditions for the patients. It had been decided 
to remodel the s-ray apparatus at the hospital at a total 
cost approaching £1,000. Mr. F. H. Pine, the chairman 
of the Friendly Societies’ Council, referring to the part 
played by the friendly societies, said they were determined 
that the doors of the hospital should be kept open without 
the loss of a single bed. During the Annual Meeting of 
the British Medical Association next July there will be 
ample opportunity for members to see for themselves the 
great progress that is being made in the transformation 
of the Roval United Hospital. 


Ireland. 


oF TuBERCULOSIS IN Co. 
Dr. J. Boyp Barrett, medical inspector of the Depart- 
ment of Local Government and Public Health, reported 
recently to the Kildare County Council that there had been 
a satisfactory decrease in the occurrence of, and death rate 
from, tuberculosis during the last decade. Dr. Daly, the 


* tuberculosis medical officer, attributed the decline to the 


improved conditions of life of the people; their better 
education as to the nature of the disease, resulting from 
propaganda and teaching at the tuberculosis dispensaries ; 
the elimination of sources of infection by institutional 
treatment of patients; and the special treatment (including 
mmunization) which the tuberculosis medical officer had 
given at tlie dispensaries to those who attended regularly. 
In 1806 the death rate per 1,000 population was 2.5; in 
1909 2.3; in 1912 2.1; the average number of deaths was 
about 170 a year; in 1922 the rate was 1.45 and the number 
of deaths 89. There is still no central tuberculosis dis- 
pensary, but a centre for the distribution of propaganda, 
examination of sputum, examination of contact cases, and 
preservation of records is essential in every county. It 
should at the present time be considered in association with 
the provision of accommodation for advanced cases; and 
also with the recognition that most cases come from an 


area south of Newbridge. The numbers under treatment 
have diminished. This is not due to the non-attendance 
of patients, but to the disappearance of the disease. A 
feature of the decline in attendance is that cures have 
been effected in many cases. There are instances of some 
families of whom the only surviving members are those 
who attended regularly for months, and even years, the 
tuberculosis dispensaries, and had undergone a_ special 
course of vaccine treatment. The local dispensary doctors 
have co-operated with the tuberculosis medical officer in 
many parts of the county. In Athy, Kilcullen, Naas, 
Kilmeague, Kildare, and Newbridge they have agreed to 
visit tuberculosis patients, according to the requirements 
of the tuberculosis medical officer, and report on their 
condition. A fee of 5s. a visit has been accepted. Early 
pulmonary cases are treated at Peamount, where there 
are about twenty-five at present. Some selected patients 
who were isolated at home, and had a separate room, 
were treated locally. Such cases attend regularly at the 
dispensaries for tuberculosis treatment. 


FermanaGH County Hosprta. 

At a recent meeting of the Fermanagh County Council 
the following letter was read from Sir Charles F, Falls, 
M.P., solicitor to the council: 

‘* With reference to the scheme submitted to your council for the 
enlargement of the emg yn County Hospital, so as to make it 
capable of accommodating all the sick poor in the .county, and to 
close the workhouse hospitals of Enniskillen and Lisnaskea, and 
to the questions you have submitted for my opinion, I have 
carefully considered the matter. I beg to state that, in my 
opinion, this council has no power to close the workhouse hos- 
pitals, but if you desire to adopt the scheme — can do so by 
entering into binding agreements, subject to the consent of the 
Ministry for Home Affairs, with the guardians of the two unions 
as owners of the hospitals, and with the two district councils as 
the sanitary authorities, that if and when the county hospital is 
made capable of accommodating and available for the use of all 
the sick and poor in the county they will close their workhouse 
hospitals and send their sick poor to the county hospital on such 
terms as may be arranged. It would appear to me that it would 
be necessary for the sanitary authorities to devote one of the 
hospitals as an asylum for infirm and chronic cases, and also to 
keep open one of the fever hospitals for the use of the whole 
county.” 

After a long discussion the matter was adjourned until 
it was known what was going to happen regarding the 
entire Poor Law and hospital system after the Commission 
has made its report. The scheme had been prepared by 
Dr. Kidd after considerable thought, and he did not think 
it should be turned down. Its consideration should be 
adjourned until the action the Government would take was 


known. 


Scotland. 


ScottisH Hovsk or THE British Mepicat AsseciaTIoN. 
ARRANGEMENTS have recently been made for the purchase 
by the British Medical Association of a Scottish house for 
the Association in Edinburgh. The building, which is 
situated at 6, Drumsheugh Gardens, will shortly be taken 
over by the Association, and was inspected last week by the 
members of the Scottish Committee. It consists of four 
floors and a basement with handsome interior fittings. On 
the ground floor is a room suitable for meetings of com- 
mittees and a suite of rooms intended for the use of the 
Scottish Medical Secretary and staff. On the first floor 
a large room capable of seating about 150 people will be 
available for professional meetings. There is ample 
other accommodation for all the possible activities of the 
Association in Scotland. 


PROTECTION AGAINST DIPHTHERIA. 

A considerable amount of work has been done recently 
in Edinburgh in regard to the Schick test in relation to the 
protection of children against diphtheria Ata meeting of 
the Public Health Committee of the Town Council on 
January 20th Dr. W. Robertson, medical officer of health 
for the city, appealed to the authorities for assistance in 
a matter which he regarded as of vital importance to the 
health of the community. In a report he stated that 
almost a year had elapsed since the testing of school 
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children was begun in the Edinburgh and Leith area. in 
all twenty-six schools had been visited and a great amount 
of work had been accomplished, no fewer than 4,362 children 
having been tested. Of that number 3,062 had received 
inoculation. Not a single untoward result had come to 
knowledge as a result of the application of the test. Dr. 
Robertson expressed the opinion that the authorities ought 
now to proceed to secure protection for children of pre- 
school ages. In fact, the logical outcome of their expe- 
rience was that efforts should be mainly concentrated on 
the protection of children before they began to attend school. 
Arrangements were now being made to deal with children 
of pre-school age at centres convenient for the attendance 
of parents, and it was hoped that parents would avail them- 
selves of the opportunity to be present in order to protect 
o—- against a disease which so frequently endangered 
ife, 
Parish AND TREATMENT OF 
Menta Casés. 

At a meeting of the Edinburgh Parish Council, held in the 
Council Chambers on January 19th, a discussion took place 
in regard to the policy to be adopted with reference to 
voluntary and observation mental cases. The chairman 
(Colonel A. Young) stated that until recently the lunacy 
law as regarded pauper cases had been entirely dependent 
upon certification, but there was a tendency to get away 
from that and to obtain power to give the benefits of 
treatment without certification of insanity. So far the 
movement was slow, and it should be the council’s endeavour 
to accelerate the reform. He moved that the council should 
decide to accept voluntary patients if chargeable to the 
rates and pay the ordinary rate of board for them in a 
mental hospital, although this meant sacrificing the small 
grant which was obtainable on certification. The council 
agreed, and it was remitted to the chairman’s committee 
to bring up a report in regard to the provision of accom- 
modation for mental observation cases. 


MEASLEs AND WHOOPING-COUGH IN EpinsUrcH. 

An epidemic of measles of considerable extent and 
another of whooping-cough are in progress in Edinburgh. 
Since the notification of cases of these diseases was intro- 
duced at the outbreak of the epidemic the total numbers 
have been: measles 1,546, whooping-cough 481. At the 
meeting of the Edinburgh Public Health Committee on 
January 20th it was reported that since the last return 
a month ago the total number of cases of measles notified 
had been 525, of which 116 had been removed to hospital; 
the cases of whooping-cough notified numbered 208, and 
of these 35 were removed to hospital. The suburban districts 
of Liberton, Colinton, and Cramond had so tar escaped the 
outbreak. 


NEEDS OF SCOTTISH HOSPITALS. 
(Continued from page 234.) 
Tue Committee appointed by the Scottish Board of Health 
to inquire into the inadequacy of the hospital services in 
Scotland resumed its sittings on January 27th at the offices 
of the Scottish Board of Health in Edinburgh, under the 
chairmanship of Lord MacKEnzIE. 


Sir Henry Kerrn, Provost of Hamilton, gave evidence upon a 
précis which he had prepared to the effect that, while hospital 
services were at present inadequate, this inadequacy would not be 
great under normal conditions. The witness thought that State 
assistance should be given to public health authorities, and that 
voluntary agencies should only be helped by the State if they got 
into serious difficulty. With regard to remedying the present 
inadequacy, he thought the best way was to exiend existing hos- 
pitals and to ensure co-operation between the existing agencies 
and departments. He thought, further, that extension applied 
moré to public health institutions than to general hospitals. This 
witness was strongly of opinion that venereal disease should be 
compulsorily notifiable, and also he thought that doctors attending 
—s voluntary hospitals should be paid. 

Dr. J. Partane Krintocn (Aberdeen) gave evidence with regard 
to the needs of Aberdeen Royal Infirmary, and said that there was 
urgent need in that city for new and more extensive institutional 
accommodation, both as regarded voluntary hospital services and 
health services. The present was regarded as an opportune time 
for the provision of a common hospital site of such extent as to 
provide eventually for the whole hospital system of the city. He 
was in favour of the maintenance of the voluntary pricicipie, but 
did not consider that it could provide adequate services in 


Aberdeen. He believed that, if an adequate health service wy 
to be maintained, greatly increased State grants must be made. 

Mr. James Maxton, M.P. for Bridgeton, gave evidence regardi 
the Socialist view of Scottish hospital services. He said that fp, 
some time past the Labour movement had been giving the matty 
of. hospital and health services very great consideration, and they 
had had advisory committees sitting for the last two or thre 
years, of which the general finding was embodied in the pamphk 
The Labour Movement and the Hospital Crisis.* Organized worker, 
who wanted to play their part as citizens, found that they wer 
called upon to pay a public health rate to the town council, pow 
rate, which included charges for certain health services, education! 
rate, national taxation, and generally in addition an organize 
weekly or monthly contribution in the workshop. The workmy 
also subscribed to hospitals through his trade union and throug) 
his co-operative society, and in addition was often called upon ty 
take part in various sales, prize drawings, charity football matches 
and other special entertainments, which all went to keep up, 
hospital system and general health services. In all, the witnes 
believed that the working man subscribed to i.ospitals in perhap 
ten different ways, and these contributions were paid with ; 
reasonable amount of good will. It was, therefore, annoying that 
a waiting list should mean delay in admission, and a man felt tha 
it would be better if, instead of paying in many different ways, ke 
= in one way—namely, through the rates. He also wanted 

rave the satisfaction of knowing that everyone who was engage 
in a national or voluntary health service was a well paid worket, 
and there was a very widespread suspicion among working men that 
hospital staffs were overwrought and not too well paid. There wa 
no working trade unionist who wanted that. The view to whic 
they came was that the nation should take complete responsibility 
for the organized health service, and they would bring about that 
change with the least disturbance possible of existing agencies 
They would first expect the Board of Health in Scotland and the 
Ministry of Health in England to fill up the gaps; and _ they 
definitely took the view that the Poor Law institutions should k 
taken out of the hands of the parish councils and put under the 
control of the local health authorities. The witness said that they 
should place three options before voluntary hospitals: either thu 
they should be taken over outright by the local health authority, 
or that they should remain absolutely outwith it as they wer 
to-day, or, thirdly, that they should receive grants. He thought 
that the best feature of the voluntary hospitals was the fact that 
they had been recognized as centres where the finest equipment 
and the most skilful physicians could be obtained, and they did not 
want anything inferior under a public service. The average 
working man, usually a fairly healthy citizen, would be provers 
to pay the extra cost in return for the knowledge that hospitak 
were being run in a business-like fashion, but at present he felt 
that the methods of getting funds were cumbrous, involved, and 
irritating. 

Mr. JosepH F. Duncan, general secretary of ihe Scoitish Farm 
Servants’ Union, giving evidence, alleged that various forms a 
social pressure were employed to secure income for hospitals from 
the community, and he thought that a more economical method o 
providing money would be by taxation or rating. He thought, at 
the same time, that a certain amount of the expenditure ought te 
be borne by national funds, because hospital service was really 
more a national purpose than a regional one in some areas. Ile 
did not regard a regular levy on wages, which had been extensively 
adopted, as any more a voluntary contribution than the ratepayers 
contribution to local authorities. He contended that the present 
system was wasteful in the extreme and unequal and unfair i 
its incidence. ‘Che first necessity, he thought, was a single local 
health authority. 

Mr. JosepH Sutxiivan, former Socialist M.P. for North Lanark, 
next gave evidence. -He considered that the hospital facilities were 
inadequate, especially in populous areas, but he thought that some 
of the money at present wasted on hospitais might be _ better 
expended on improving housing conditions. This witness criticized 
the work of voluntary hospitals, and expressed the general view 
that the work in them would be more satisfactory if the staffs 
were paid. 

Mr. Davip Bertram, of the Ancient Order of Foresters, Broxburn, 
agreed that any compulsory method would be bound prejudicially 
te affect voluntary income, but he had no complaint to make 
against existing hospitals, except as regards accommodation. He 
said that in his area 2d. a week was deducted from every work- 
man’s wages by the employer on behalf of the Royal Infirmary of 
Edinburgh. he large waiting lists of hospitals were bound 
occasionally to extend periods for which sickness benefit was claimed 
from approved sggieties, although the greater number of persows 
on the waiting lists were able to continue in their employment 
whilst awaiting admission. He believed voluntaryism to an 
ideal in hospital working, but when accommodation was inadequate 
in every voluntary hospital other sources of revenue must 
considered, and he preferred national insurance help. 

Professor L. Turton Price, professor of surgery in Dundee, 
iving evidence, said that at Dundee Royal Infirmary there were 
36 beds, and it was estimated that the additional number required 
would be 126. The inadequacy could be largely, though not 
entirely, measured by the waiting list. He thought that any 
additional provision that might be required should, however, be 
met by an increase in hospitals of the convalescent type. In 
Dundee, for example, there was a convalescent home containimg 
65 beds, which was not sufficient for a town of that size. This 
witness thought that gg sagpeeesar management of hospitals was 
vital, and was probably the most efficient form of management 
that could be devised, as the average individual associated with the 
voluntary hospital in the capacity of director very soon became 
interested and enthusiastic and sacrificed a good deal of his time 


*See British MEDICAL JOURNAL, April 8th, 1922, pp. 570-3. 
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for the maintenance of a high standard. He thought that if times 
improved the voluntary effort would improve, especially if it were 
augmented by a grant from the State towards building, which had 
swallowed up a good deal of the capital of hospitals in the past. 
He was of opinion, however, that if the State, in giving grants, 
made a condition that it should interfere with the management 
of a voluntary hospital, they would do better to refuse the grant. 

Dr. Joun M. Jounston, medical superintendent of Stobhill 
Hospital, Glasgow, together with Mr. M. A. Reynarp, clerk to the 
Parish Council and District Board of Control, Glasgow, gave 
evidence on a précis which they had drawn up. The Poor Law 
hospitals in Glasgow, it was stated, served the purpose of auxiliary 
hospitals, and little difference could be drawn between the patienis 
entering them and those entering the general hospitals. Every 
resident within the parish had the right to demand admittance, 
and there was no waiting list for the Glasgow Poor Law hospitals. 
At the present moment, indeed, there were vacant beds for about 
400 patients. It was very largely a fallacy to say that treatment 
in a Poor Law institution had a pauperizing influence on the 
individual. Many of the patients who applied to them for admission 
were in possession of small incomes, ranging from 10s. to 30s. a 
week, or had relatives who were legally and financially able to 
support them. In cases of this kind part or the whole of their 
maintenance was recovered, and the charge to the rates was thus 
lightened. Alluding to the suggested co-operation between volun- 
tary and Poor Law hospitals, these witnesses said that this would 
be welcomed by the.Poor Law authorities in Glasgow. It would be 
an excellent plan to take over a portion at least of the waiting lists 
at the general hospitals. There were, however, obstacles to this, 
especially in the stigma of pauperism which applied to the treat- 
ment of disease under the Poor Law. This was an anachronism, 
and if the Government were to amend the Poor Law Act, the Poor 
Law hospitals (in Glasgow at least) could give valuable assistance 
to the voluntary hospitals without restriction or reserve. 


Correspondence. 


ELECTRONIC REACTIONS OF ABRAMS. 
Sir,—F celing interested from a psychological and ethical 
point of view in the so-called electronic reactions, I sub- 
mitted Sir Thomas Horder’s report to a friend, who is an 
accomplished physicist and electrician, and I am sending 
you the notes with which he has supplied me. They are, 
I think, deserving of serious consideration at a moment 
when we seem to be threatened with a new and mischievous 
outbreak of credulity and suggestibility.—I am, etc., 
London, S.W., Feb. 3rd. James Cricnton-Browne. 


Enclosure. 

I duly received your letter and copy of the British Mepican 
JouRNaL with the address of Sir Thomas Horder on the Abrams 
electronic reactions. I have carefully read the address, and 
I agree with your opinion that it cannot be regarded as a 
satisfactory treatment of the subject. Having regard to the 
copious use of this method and the condemnation which has 
been pronounced upon it by the Scientific American committee 
and others, I think we had the right to expect from Sir 
Thomas Horder and his colleagues a much more lucid and 
critical exposition of the whole affair. 

The report seems to me defective in not giving a more 
thorough analysis of the method and explaining what it is and 
What it is not. The committee has not been able apparently 
to strip off the garment of mystery or deliberate mystification 
in which it was clothed by Abrams and redressed by Boyd. 

There is no attempt to separate out carefully the physical, 
physiological, and psychical factors in the affair. Abrams was 
& great coiner of new and fantastic words, and called familiar 
ogee of apparatus, such as resistance coils, condensers, etc., 
y cunningly chosen words so as to suggest they possessed 
powers which they have not been proved to possess, and these 
absurd terms have been retained. 

Looking at the sketch of Abrams’s apparatus given by Sir 
Thomas Horder I find in it: (1) an earth connexion on the left 
hand ; then (2) some kind of support for holding the blotting 
paper specimen called a dynamiser; then (3) a variable resist- 
ance coil called an amplifier, but it amplifies nothing; (4) two 
step-by-step resistance coils called reflexophones; (5) a boy or 
subject, who has an electrode on his forehead and his feet 
apparently on an earth-plate. In other words, there is a 
ving subject with his head and feet connected through 
variable resistances and the specimen. The committee has 
given us no measurements of , resistances in ohms, nor 
any idea of the magnitude of the electromotive forces or 
currents which must be set up by thermo-electric action at the 
Junctions, or electro-chemical action due to moist skin, etc., 
or muscular electric currents. The boy apparently acts as a 
sort of ‘‘ detector,’’ like the crystal in a wireless set. The 
Operator taps his abdomen, and by the variation of the sound 
Is supposed to be able to pronounce on the nature of the 
Bpecimen. 


The committee does not tell us what these sounds are or 
whether they are easily recognized, like stethoscopic sounds of 
heart beat, breathing, etc. They do not seem to have varied 
the boy or ascertained whether the boy’s state of health or 
repletion as regards food, etc., made any difference, and 
whether the same results were obtained with the same specimen 
but a different boy and different operator. There seem to have 
been no proper control experiments. I do not agree with Sir 
Thomas Horder’s method of estimating by the law of prob- 
abilities the chance of error. To make this method valid a very 
large number of observations are necessary. Broadly and 
generally speaking, I do not think that the investigation was 
conducted on such lines as to separate out the different factors 
or to definitely exclude certain causes of error or deception. 
Unless an effect or phenomenon can be repeated or observed 
in such fashion as to exclude the personal, incommunicable 
element in it, it cannot be the subject of scientific investigation 
properly so called. 

Even in spite of the general denunciation of the Abrams 
method which occurs at the end of the report, I think it is 
to be regretted that there is'in it a disposition to regard the 
method as having ‘‘something’’ in it. Such an opinion 
coming from Sir Thomas Horder, however cautiously expressed, 
is sure to give encouragement to the charlatan and quack. 

The report does not help us in the least to decide whether 
there is any new physical effect involved, such as was the case 
with the x rays and radium, or new therapeutic agency as in 
the case of ultra-violet light. 

It leaves the whole thing surrounded still with unintelligi- 
bility, and no illuminating ray has been shed on it from the 
dry light’ of accepted scientific knowledge. I hope I am not 
wrong in this opinion, or have done any injustice to an 
investigation which evidently took a long time, involved much 
expense, and showed a strong desire on the part of the eminent 
investigators to get at the truth. 


Sir,—May I venture to submit to you my reasons for 
thinking that the discussion of ‘“‘ E.R.A.”’ in your columns 
will be barren of results? There are now three parties in 
the contest: critics such as Professor A. J. Clark, who, 
though anxious to investigate, are hindered by mysterious 
restrictions from doing so; Sir Thomas Horder’s committee, 
which has been content to accept the restrictions, and has 
recorded its views on observations of the action of a variant 
of the Magic Box; and actual priests of the cult, the 
woolliness of whose mental state, however much they may 
vary in technique, is sufficiently indicated by Dr. Oscar 
Parkes’s letter. Outside the arena is a stolid mass of 
indifferent medical practitioners; also some enthusiastic 
members of the lay public who think that they have been 
cured of obscure and intractable diseases by means of 
‘* E.R.A.” The same position has arisen in sundry other 
‘““stunts’’ throughout the ages; in a few, such as mesmerism, 
a scientific discovery has been made; others, such as phreno- 
logy, have been represented by a process of distortion as 
the precursors of a branch of science; while the majority, 
such as spiritualism and sour milk, have been, or probably 
will be, committed to the limbo of things forgotten. 

With Professor Clark’s attitude no fault can be found. 
He has tried to get an impartial investigation of an alleged 
method of diagnosis and treatment. He is offered just as 
little scope as falls to the lot of the inquirer into the doings 
of a medium within a black-curtained cabinet. Therefore 
his admirable letters are wasted. Sir Thomas Horder’s 
committee, on the other hand, has to bear a heavy weight 
of responsibility. The committee set out to investigate 
a mechanical method; it was met by a refusal to allow 
proper scientific investigation; it could only record its 
observation of results much as a member of the audience 
at Maskelyne and Cooke’s might do; and the committee 
solemnly records that there is ‘‘ something in it.” So there 
is in ectoplasmic emanations at one of Sir Conan Doyle’s 
seances—something, probably, very solid and materialistic. 
I cannot help thinking that the investigations of Sir Thomas 
Horder’s committee are really worse than useless; they 
degrade the standard of scientific observation because ae 4 
were undertaken with the imposition of conditions whic 
no scientific observer should accept. It is all too like the 
pitting of the wits of a conjurer against those of his 
audience. 

Electronic practitioners present the problem that always 
arises with any new cult which lends itself to remunerative 
enterprise. Probably in most cases there is no reason to 
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doubt the sincerity of the spiritualist, the crystal gazer, 
the man who sees aurae round his patients, or the prac- 
titioner who treats all disease with the outward applica- 
tion of paraffin oil. The human mind is capable of per- 
suading itself of many things. But it is just this capacity 
which should make medical men very chary of taking up 
the practice for gain of an unusual nostrum unless and 
‘until full opportunity for investigation has been given. The 
Society of Electronic Medicine may pour forth pages of 
such letters as that signed by Dr. Oscar Parkes, but the 
letters are valueless until the whole procedure and 
mechanism in “‘ E.R.A.’’ becomes open and above-board. 

To widen the scope of my criticism to its utmost capacity 
a word may be said on the stolidness of the mass of the 
medical profession. Sir Thomas Horder has the credit of 
not disdaining to look into a treatment because it 1s new. 
But the majority of us are disinclined to show interest in 
any suggestion that is outside our usual routine. This 
seems to me to be a mistake; medical men, who have all 
been trained in science, should be willing to investigate 
scientifically any new suggestion, even if the only result is 
to elucidate the psychology of the suggester. But restricted 
investigations such as those of Sir Thomas Horder’s com- 
mittee might very well be kept out of the public press.— 
I am, etc., 


Felstead, Essex, Feb. 2nd. Cuas. Burrar, 


NOTIFICATION OF PULMONARY TUBERCULOSIS. 

Sir,—The conditions with regard to the notification and 
treatment of pulmonary tuberculosis appear at present to 
be far from satisfactory. The notification of this disease, 
instead of being advantageous to the patient and tending 
to reduce its incidence, has the opposite effect. So severe 
are the stigmata attached to the unhappy sufferer, so great 
and so many are ihe inconveniences resulting from noti- 
fication, that many practitioners, from motives of self- 
protection, are loath to notify until the disease can no longer 
be concealed from laymen, and even in cases of death from 
tuberculosis refrain from entering such as the cause of 
death where evasion is possible. This latter practice is 
probably a potent agent in the apparent fall of the death 
rate in tuberculosis, and gives rises to an unfounded 
optimism in those who compile and study statistics. 

Should a patient, at present, seek admission to a public 
sanatorium, he is subjected to an ordeal from which the 
guilty possessor of a positive Wassermann reaction is care- 
fully shielded. The word “‘ sanatorium,”’ in itself, has come 
to bear an unfortunate connotation and could be more 
euphemistically and more advantageously referred to as a 
‘*home for treatment of respiratory diseases,’’ or some 
such non-committal name, thus relieving early cases amen- 
able for treatment from the difficulty of choosing between 
robust health and idleness and continued employment with 
intermittent invalidism, often terminating in premature 
death. Such cases, unfortunately, must be branded before 
admission, and, though this is done ostensibly in the in- 
terests of public health, no department is prepared to give 
indemnification for inconvenience and (too often) for finan- 
cial loss both to patient and relatives. Just as there would 
be. more reason in closing sanatorium windows and opening 
all others, than in indiscriminately advocating ‘‘ fresh 
air’”’ in sanatoriums while most of the outside populace 
live in a self-imposed fetor, so would it be more sensible to 
notify those who become a source of danger from refusing 
to undergo treatment, and to leave unnotified those who 
are prepared to undergo treatment and so become non- 
infectious or at least versed in the art of prevention. 

By the name “sanatorium” and all that it implies, 
patients are hindered from receiving early treatment 
through reluctance to seek admission. By the system of 
notification and its attendant stigmata, early diagnosis is 
prevented, dangerous concealment is fostered, the date of 
seeking medical advice is postponed, and thus the medical 
officers of the various sanatoriums are prevented from 
treating those cases which alone can receive benefit. 

In view of the manner in which notification entails social 
stigmata, loss of employment, probably false statistics, 
certainly great inconvenience to patients and relatives— 


even to exclusion from certain State services, not only of 
themselves, but of their children—it is not surprising that 
the sanatorium medical officer is prevented from realizing 
his proper function and that the apparent incidence of 
tuberculosis is rapidly declining.—I am, etc., 

Wirrram G. Watson, 


Ayrshire Sanatorium, Glenafton, 
New Cumnock, Jan. 24th. 


THE DIAGNOSIS OF ACUTE DRUNKENNESS. 

Sir,—I welcome the criticisms of Sir Charles Ballance ana 
Dr. Maurice Cassidy, the chief surgeon and chief physician 
respectively to the Metropolitan Police, on the subject of 
my modest address on drunkenness. 

I am gratified that it afforded them ‘ interest and amuse- 
ment.”? But it is evident that their interest must have 
flagged before they reached the end of my address, other- 
wise they would have noted that, so far from decrying the 
skill or independence of the medical officers of police, 
I specifically stated my firm belief that, in cases where there 
seemed any uncertainty as to a prisoner’s sobriety, the 
medical officer ought to, and as a matter of fact generally 
does, give the prisoner the benefit of the doubt. 

Sir Charles and his colleague are disappointed that my 
address had so little to offer in the way of new signs or 
symptoms of drunkenness, apart from a suggestion as to 
examination of the cerebro-spinal fluid. I must indeed 
have failed in my exposition when I tried to point out that 
the so-called signs of alcoholic disability of the central 
nervous system, whether cerebral, cerebellar, ponto-bulbar, 
or otherwise, can each of them, individually, be produced by 
many causes-other than alcoholic intoxication. This craving 
for a new sign implies a total misapprehension of the lesson 
I wished to convey. St. Paul remarked to the Corinthians 
that ‘‘ the Jews require a sign, and the Greeks seek after 
wisdom.”’ I should have expected Sir Charles and Dr. 
Cassidy, on this occasion at any rate, to be amongst the 
Greeks. 

It is still more surprising to find that my distinguished 
critics range themselves alongside the medical officer who, 
at the discussion which followed my address, vigorously 
expressed his view that it was ‘‘a grave responsibility to 
differ from the opinion of a police surgeon.”’ I agree. But 
it may at times be our duty to take that responsibility, 
rather than assent to a sober man being unjustly convicted 
of drunkenness. 

If all police surgeons actually conformed to the standard 
of clinical examination carried out by Sir Charles and Dr, 
Cassidy the percentage of errors, small as it is, would be 
still lower. Some police surgeons tel] me that in a doubtful 
case they habitually spend half an hour or longer in their 
clinical examination of the prisoner. These are medical 
officers from whom one would be very chary in differing. 
But there are others. I personally know of cases where a 
perfunctory examination of a few seconds is all that the 
prisoner gets. The police surgeon smells the man’s breath, 
tells him to walk along a straight line and back, looks at his 
pupils (!), and then says, ‘‘ You are drunk.” No doubt in 
nine cases out of ten, in spite of this crude examination, he 
happens to be right. But I cannot but be sorry for an 
sober citizen who may happen to fall into the hands of oll 
a medical officer, if he meets him ‘ professionally ”’ at a 
police station after dinner. 

My statement that medical officers differ widely in their 
susceptibility to suggestion on the part of police constables 
is so conspicuously accurate as to be almost a truism. So 
long as medical officers are human beings, so long will they 
share this human characteristic. In youth, my Presbyterian 
upbringing prevented me from accepting the dogma of 
papal infallibility, and now, at my time of life, I am not 
likely to subscribe to this new dogma of the infallibility of. 
police medical officers, good as they are. And so I stick to 
my guns, inwardly comforted by the solace of feeling that 
Sir Charles Ballance and Dr. Cassidy are really in 
agreement with me after all.—I am, etc., 

London, S.W.1, Feb. 2nd. J. Purves-Srewart. 


P.S.—I have also much enjoyed their jocund reminiscences 
of the bump supper, 
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WOMEN DOCTORS. 

Srr,—An analysis of the further careers of the women 
graduates in medicine of the University of Bristol shows 
the following: 

Of 20 women who have obtained their degrees during the 
past ten years, 14 have held resident appointments in the 
hospitals in which they were students, and some of them 
have held more than one appointment; 3 married imme- 
diately after graduation. One of the remaining three has 
obtained a resident appointment in a hospital outside 
Bristol. 

Besides these there are several others—that is, those 
holding degrees from other universities or licences to 
practise—who have held resident appointments in Bristol. 
The proportion of those who have held resident posts is 
higher among the women than among the men in com- 
parison to the number of the students of each sex. I may 
also mention that two of the senior assistants to the full. 
time medical professors in the University are women. _ 

This does not appear to indicate that there is any pre- 
judice in this school against women as such.—I am, etc., 


Water C. Swayne, M.D., B.S. 
Clifton, Bristol, Jan. 27th. 


Sir,—Dr. Mabel Ramsay (January 24th, p. 192) accuses 
the hospitals of prejudice against women, but let us 
examine the question a little more carefully. , 

Let us accept, for the sake of argument, her state- 
ment that the ratio of newly qualified women to men is 
about one to five; but what is the ratio of women to men 
amongst those entering general practice? Is it one to 
fifty ? 

Now the base on which the hospital rests is the general 
practitioner. He it is who makes the primary selection 
and who sends up the majority of cases for further dia- 
gnosis and treatment. It is upon his discrimination that 
the clinical material which reaches the hospital mainly 
depends. Do the abdominal catastrophes reach the hospital 
in a favourable or semi-dying condition? Have the cases 
of rheumatic endocarditis or empyema been detected and 
sent up in an early stage? These and a hundred other 
things of importance to the good work of the hospital 
depend on the training of the general practitioner. 

It is true that wide professional training for a public 
official such as a school medical officer is of advantage to 
the community, but neither is the necessity so urgent nor 
is the hospital training so directly of value as in the case 
of the general practitioner. 

The case is not one of sex. If all men were obliged to 
choose their career immediately upon qualification, there is 
little doubt, I think, that the resident hospital posts would 
be given by preference, and rightly so, to those whose 
choice was private practice as against public services, 

When women as a body have shown themselves capable of 
shouldering the responsibilities and worries of practice it 
will not be long before they are admitted as readily as men 
to hospital posts. 

I am acquainted with hospitals which have taken con- 
siderable pains to surmount difficulties of accommodation 
and professional organization in admitting women residents, 
only to be rewarded by seeing their late female staff drifting 
into semi-employed routine official work. 

If public opinion, as Dr. Ramsay says, is on the side of 
the woman doctor, why has the latter failed to reap the 
golden harvest of private work which the demand for her 
Services implies?—I am, etc., 

Sheffield, Jan. 27th. A. E. Natsu. 

Srr,—Dr. Frances Braid’s judicial letter in the Jovrnan 
of January 3lst (p. 239) was refreshing to read after the 
special pleading in some of the previous communications 
on this subject in your columns. We all, I think, admit 
that there is a definite place for medical women in this 
country and that we have come to stay. On the other hand, 
there does not seem to be an-urgent public call for increase 
m our numbers, and I think that it is this regrettable 
apathy on the part of the general public rather than pro- 
fessional jealousy of male colleagues that is the real cause 
of the absence of women on the honorary staffs-of our large 
hospitals. 


With regard to the question as to whether children should 
be treated by women rather than men doctors, it is to be 
remembered that children are comprised of both sexes, and 
it is quite conceivable that a little boy (and even, perhaps, 
a little girl!) might prefer to be treated when ill by a 
** gentleman doctor.’’ Our most eminent pediatricians con- 
tinue to be men, and the most successful are those whose 
personal qualities endear them to their little patients. With 
regard to women patients, there will always be those who 
prefer to be treated by doctors of their own sex, just as 
there will be those who, ceteris paribus, prefer a male 
doctor. 

Before August, 1914, there was no apparent glut of 
women doctors, and those who were competent could always 
be assured of employment. When the war came there was 
a large increased temporary demand for doctors as such— 
not women doctors. Unfortunately it was then the short- 
sighted policy of those in, authority to encourage young 
women, suitable or otherwise, to flock to the medical schools. 
The result of this is the unfortunate state of affairs which 
we see to-day.—I am, etc., 


London, W.1, Feb. 2nd. Eva McCauz, M.D., D.P.H. 


FREUDIAN DOCTRINE. 

Sm,—I cannot help thinking that Dr. William Brown’s 
letter in your issue of January 3lst (p. 239) accepts 
a principle which, if allowed to pass uncriticized, and more 
particularly if generally acted upon, would do untold harm. 
May I venture to emphasize my point by an analogy? 

There is a form of deafness the pathology of which was 
not understood at the end of last century, and which 
is even now not completely understood. It was then 
described as progressive middle-ear deafness, and, being 
difficult to treat, gave rise to the promulgation of various 
fanciful theories as to its being due to defective action of 
the muscles of the middle ear and palate. Faulty inner- 
vation of these muscles was said by some to be the cause, 
and treatment on the lines so suggested was stated to have 
been successful, but experience failed to justify this claim. 
Now it is true that in some of these cases the patients 
hear rather better when they are feeling bright and well, 
while depression and fatigue make them temporarily 
worse. 

Let us suppose, then, that an otologist had propounded 
the view that this form of deafness was due to a lax 
condition of the ‘‘ psyche”? and that by suitably stimu- 
lating it good results could be obtained, and that the said 
otologist had a small following of believers in his method. 
Let us assume, further, that this method entailed much 
expenditure of time and, in the case of private patients, 
also of money. Let the originator of the treatment and his 
small following take up the position that it can only be 
criticized or even discussed by those who have practised it, 
or, better still, by those who have had their ‘‘ psyche” 
stimulated. 

In view of such a position as I have sketched would 
Dr. Brown recommend patients to give the treatment a 
trial at once, with all its expenditure of time and money, 
or would he prefer to ‘‘ wait and see’”’ how it appeared after 
discussion and criticism by otologists and neurologists 
generally ?—I am, etc., 


York, Jan. 31st. P. McBrive. 


Sir,—I gather from the replies to the question I asked, 
with your kind permission, in the Journan of December 
20th, 1924, concerning the desirability or otherwise of the 
formation of some weighty conference on the basic doctrine 
and the practice of the modern school of ‘‘ psycho-analysis ”’ 
(commonly called Freudian), that my suggestion has met 
with but little encouragement from such of your readers as 
may either dissent strongly from this doctrine or regard it 
with indifference. On the other hand, it appears that those 
adherents to Freudism who have sent replies to my letter, 
when making their comments and suggesting certain con- 
ditions, have not sufficiently considered what kind of dis- 
cussion I thought of as desirable. 

I suggested an open discussion of similar weight and 
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authority to the recent conference of the Institut des Hautes | 


Etudes in Belgium; and also gave my reasons for saying 
that no such gathering has as yet taken place in this 
country. Dr. Charles Harford, in his letter to you of 
January 3ist, has proposed a measure which would exactly 
meet my views. Hitherto, however, my efforts have not 
succeeded in securing any due consideration of this subject, 
anywhere, within any nearly definite date. 

I have just re-read all the letters which have recently 
appeared in your columns about this question, but am 
unable to regard any of the ‘‘discussions’’ and “criticisms ”’ 
which Dr. E. Jones mentions (I have seen most of them) as 
coming at all within the scope of such a conference as I deem 
needed. Dr. William Brown’s dictum that no proper dis- 
cussion of “‘ psycho-analysis ’’? can be carried on by those 
who have neither practised it nor submitted to “ analysis ”’ 
themselves precludes, of course, all discussion with those 
who are not convinced psycho-analysts. But this is not Dr. 
Brown’s opinion alone: it is insisted on by, I believe, all 
or nearly all psycho-analysts (not psychotherapists). 

Through your courtesy [ have had at least some intelligible 
reply to my query; and I trust I have not exceeded my 
undertaking not to discuss psycho-analysis afresh.— 
I am, etc., 

London, S.W.1, Feb. 3rd. 


*,* This correspondence is now closed. 


Bryan 


GOLD TREATMENT OF TUBERCULOSIS. 

Sm,—In view of the recent articles in the Britisn 
Mepica, JourRNAL—on November 8th and 22nd, 1924, and 
again on January 24th, 1925—relating to the gold treat- 
ment of tuberculosis attributed to Professor Holger 
Moellgaard, I write to call attention to a preliminary note 
by me which appeared in the Medical Quarterly of the 
Soldier’s Civil Re-establishment of Canada for October, 
1919. In this 1 pointed out that Koch had found that 
the cyanide of gold compounds possessed a surpassing 
activity in retarding the development of the tubercle 
bacillus, and that in the use of the double cyanide of gold 
and potassium for the treatment of tuberculosis I was dis- 
appointed to find that no specific influence was exerted on 
the course of the disease. 

The advent of the colloidal preparations of the metals 
completely changed the outlook. After further prolonged 
investigation, a double colloidal cyanide of gold and 
potassium was prepared. To this compound, for the sake 
of brevity, the name “ auro-cyanase’’’ was given; it has 
since been obtainable from any chemist of repute. Treat- 
ment with this was found to be effective in all stages of 
tuberculosis, relieving much of the distress even in the very 
late stages. 

Administration intravenously, in the initial stages of 
treatment, was found inadvisable as there was produced a 
temporary paralysis of the leucocyte-forming tissues, an 
effect most undesirable. Subcutaneous injection over the 
deltoid was substituted. Even with this method certain 
transient unfavourable features developed—for example, a 
general reaction varying in intensity with the stage of the 
disease. This was regarded as being in large part due to 
the liberation of endotoxins from the bacilli. Bearing in 
mind the claim of Besredka that leucocytic extract 
neutralized the endotoxin of tubercle bacilli, this was 
administered simultaneously with the injection of auro- 
cyanase. This measure was found effective in preventing 
the general reaction. It was later found to be an added 
advantage to give the leucocytic extract before and after 
the auro-cyanase. 

In view of the above statements, I feel entitled to the 
claim of being the originator of the colloidal gold treatment 
of tuberculosis. In my note in the Medical Quarterly I gave 
a very brief summary of the result of treatment in several 
cases; stress of work at that time prevented a more detailed 
account. I hope shortly to report my experience since the 
appearance of my original article. In so doing, full details 
of the technique, dosage, and precautions to be observed 
during treatment will be given.—I am, etc., 

London, Jan. 28th. A. Cowan Gururiz, M.B.Edin. 


SHAVING THE VULVA. 

Sin,—With reference to the letter of Dr. Henry Corby 
(January 31st, p. 235), in which he condemns the fashion 
of shaving the vulva during labour—I presume he means 
before labour commences—I agree with him that this 
process is unnecessary and that it is repulsive to most 
women, 

I pointed this out in a paper entitled ‘‘ The sterilization 
of the skin of operation areas,’’ published in the Britisx 
Mepican Journat of August 14th, 1909. This paper 
describes the method, originated by me, of sterilizing the 
skin with tincture of iodine. In a further contribution on 


‘the same subject, published in the British Mepica, 


JournaL of June 4th, 1910, I emphasized the point that 
the repulsive process of shaving is unnecessary. Since 
adopting the method of sterilization with tincture of iodine 
1 do not allow the pudenda to be shaved prior to operation 
on the abdomen. All that is necessary is that the tincture 
of iodine should be thoroughly rubbed iu. I have always 
found this effective. 

A normal confinement is quite disagreeable enough with. 
out adding unnecessary discomfort. Such a process as 
shaving the vulva encourages the present-day tendency to 
evade motherhood ; whereas we should do all in our power 
to encourage motherhood.—I am, etc., 

Kidderminster, Feb. 2nd. J. Lione, Stretton, 


WET WINDS AND EARLY PHTHISIS. 

Sir,—I am sorry to have to draw attention to two 
serious misstatements in Dr. Ward’s second letter. 

1. The South Devon Cases.—The facts are as follows: 
Having received from Dr. Ward, not the statistics which 
we had all agreed on, but figures of much less -value, 
I sent him a map of South Devon and asked him 
to kindly have the sites of the patients’ houses marked on 
it and to indicate the patients’ fates. This map came back 
so curiously marked that I could not credit the marking— 
for instance, the three cases of arrest in Dartmouth were 
marked as living in full exposure on the top of the hill; 
on inquiry I found that they really lived in the sheltered 
part of the town. So I took a fresh map down to Torquay 
and asked Dr. Ward to show me where to mark the sites 
and to say which he considered sheltered and which ex- 
posed. This he did quite willingly. In only five cases did 
he leave me to decide doubtful exposures; these 1 marked 
in a special way, as was only fair to us both, to distinguish 
them, and told Dr. Adkins that I had done so. I have all 
these documents. I by no means agreed with all Dr. 
Ward’s assessments. Therefore when Dr. Ward writes that 
Dr. Gordon was inclined to make me co-responsible for the 
result, but I was unwilling,”’ he displays a singular forget- 
fulness. What has apparently annoyed Dr. Ward is that, 
on the whole, his own figures bear out my contention. 
But why be annoyed? 

2. The Work of Dr. Adkins and Dr. Date.—This inter- 
esting work has been carried out in quite a different way 
from mine. Only the actual house of the patient has been 
assessed as to its exposure or shelter by local examination. 
But it cannot be too clearly realized that that is by no means 
the same thing as I have done. All my work has been 
done by assessment from the map, of what may be called 
the personal exposure or shelter of the patient himself in 
the locality in which he lives. I thought that I had made 
that clear. My work on Exeter streets was partly under- 
taken to show that the effect of the winds was on the 
patients rather than on the houses, because it had been 
suggested that the winds acted by driving wet into the 
walls. Obviously differences between the results of two 
so different modes of inquiry do not necessarily show in- 
accuracy in either. Dr. Ward has not stated, as he should 
have done, that a different method had been used. 

Again, the figures which Dr. Ward mistakenly supposes 
to have been thus shown erroneous are not solely ‘‘ Dr. 
Gordon’s,”’ except in the five cases already mentioned, in 
one of which the wrong assessment is due simply to Dr. 
Ward having indicated the site wrongly. Many of these 
figures are Dr. Ward’s own. To write, therefore, that ‘‘other. 
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observers . . . investigating independently Dr. Gordon’s 
decisions about shelter or exposure, but with no knowledge 
of the patients’ fate, differed from him in 58 per cent. 
of 113 cases”? is a serious inaccuracy. I shall check his 
figures presently. 

I cannot imagine what Dr. Ward thinks that he effects 
by these letters. Does he desire to stimulate inquiry, or 
to stifle it? In any case nothing can be gained by mis- 
statement.—I am, etc., 


Exeter, Jan. 30th. W. Gorpon. 


THE INFECTIVITY OF SMALL-POX IN THE 
INCUBATION STAGE. 


Sir,—The view that small-pox is infectious in the incuba- 
tion period, to which your reviewer takes exception in his 
very kind appreciation of my book on Acute Infectious 
Diseases (JouRNaL, January 24th, p. 166), is one that is 
held by several well known authorities, as is shown by the 
following quotations from recent literature: 


“Tl convient toutefois 4 remarquer qu’une variole peut étre 
contractée auprés d’un malade en incubation de la maladie.” [It 
should be noted that small-pox may be contracted from a patient 
incubating the (P. J. Teissier, Nouveau Traité de Méd. 
(Roger, Widal, Teissier), 1922, ii, 240. 

“Es liegen einwandsfreie Beobachtungen vor, wo sich schon 
das_Inkubationsstadium, sowie das Initialstadium als_ infektiés 
erwiesen.”’ [There are undoubted cases in which the incubation 
stage as well as the initial stage have proved infectious.] (Jochmanns 
Lehrbuch der Infektionskrankheiten, second edition, 1924, 853.) 

“Der Pockenkranke ist in allen Stadien der Krankheit fiir 
Gesunde als infektiés zu betrachten, sogar in Inkubationstadium 
woselbst bei ihm noch keine Krankheitssymptome wahrgenommen 
werden, sind Ubertragumgen von ihm auf Gesunde beobachtet 
worden.” (Schaper.) [The small-pox patient is to be regarded as 
infectious in all stages of the disease; even in the incubation stage 
when no symptoms have been noted cases of transmission from the 
sick to the healthy have been observed.} (F. Rolly, Handbuch der 
inneren Medizin (Mohr u. Stiéhelin), second edition, I Bd., I Teil, 
925, 120.) 

—I am, ete., 

London, S.W., Jan. 24th. J. D.-Rorieston. 

Sir,—May I emphasize the importance of the point raised 
in your review of Dr. J. D. Rolleston’s Manual of Acute 
Infectious Diseases? In my experience of thirty-nine years 
in dealing with 1,200 cases I have had no reason whatever 
to credit small-pox with any infectivity during the incuba- 
tion stage, with the possible exception of ‘‘ bed contacts.”’ 
Preventive measures based on this assumption have been 
consistently successful.—I am, ete., 

Bristol, Jan. 27th. D. S. Davies. 


PNEUMOCOCCAL PERITONITIS. 

Sir,—I should like to make one or two corrections 
in your account (January 31st, p. 215) of my remarks at 
the discussion on pneumococcal peritonitis at the Royal 
Society of Medicine on January 23rd. You say that “‘ only 
15 cases had been diagnosed since 1918, and only 7 of these 
had grown pneumococcus from the exudate. Of the 15 
cases diagnosed as’ pneumococcal peritonitis, 5 recovered 
and 10 died.’? Unfortunately, the lantern slide giving 
the details of the cases which I took with me to the meeting 
was found unsuitable for use with the lantern, so that 
I had briefly to refer to the details of the cases, and no 
doubt the errors arose from my giving these details rather 
hurriedly. My actual words were as follows: 

“T have gone sg the records of acute peritonitis for the 
past nine years (1916-1924) and, excluding cases of tubercular peri- 
tonitis and septic peritonitis, following appendicitis, I have found 


no more than 15 cases in all, less than half being of pneumococcal 
origin.”’ 


Of the 15 cases of peritonitis due to various organisms, 
5 recovered and 10 died; but of the 7 cases of pneumo- 
coccal peritonitis 6 died and only 1 recovered. 

This shows that, so far as the Great Ormond Street 
Hospital is concerned, cases of pneumoccocal peritonitis are 
even rarer than the report of my remarks would make them 
appear to be.—I am, etc., 


London, W.1, Feb. 2nd. Davip NaBaRRo, 


/ 


Medico-Legal. 


REX v. BATEMAN. 
APPLICATION FoR LEAVE To APPEAL GRANTED BY CouRT 
OF CRIMINAL APPEAL. 

AN application on behalf of Dr. Percy Bateman, of New 
Cross Road, London, was heard in the Court of Criminal Appeal, 
before the Lord Chief Justice of England, Mr. Justice Salter, 
and Mr. Justice Fraser, on Monday, February 2nd. The 
application was for leave to appeal against Dr. Bateman’s con- 
viction for manslaughter at the Central Criminal Court in 
December last (see British Meprcan Journat, December 20th, 
1924, p. 1179), when he was sentenced by Mr. Justice Shearman 
to six months’ imprisonment in the second division. The 
application was threefold: (1) an application for the prisoner 
to be present at the hearing; (2) an appeal from an order of 
Mr. Justice Finlay refusing leave to appeal against the con- 
viction and sentence; and (3) application for leave to call further 
evidence. The counsel briefed for the appellant were Sir 
Edward Marshall-Hall, K.C., Mr. Norman Birkett, K.C., and 
Mr. Arthur Davis. Sir E. Marshall-Hall, however, was unable 
to appear owing to illness. 


Argument by Counsel for the Appellant. 

Mr. Birkett said : The grounds of appeal in this case will be 
(1) misdirection and non-direction as to the law applicable to 
such a case, (2) misdirection and non-direction as to ths evidence, 
(5) wrongful admission of evidence, and (4) that the verdict was 
against the weight of evidence. I am aware that your lordships 
are familiar with the facts of the case, but in order to make 
clear the drguments which I propose shortly to address to the 
court, I hope your lordships will allow me to state the main 
facts which were put before the court below on December 11th 
last. The appellant, Percy Bateman, was a panel doctor 
carrying on his practice at Deptford, and it was said in the 
course of the trial that his was a “slum practice.’’ It was 
at any rate true that he did attend to very many poor people 
in that district. The deceased woman, Mary Ann.Harding, was 
the wife of a builder’s labourer, and lived in Deptford in two 
rooms at the ee of four flights of stairs. She was about 33 
years of age, she had had four children before, their ages 
ranging from 13 to 4, and the evidence was that hitherto she 
had been a perfectly healthy woman, and that the deliveries 
of the four previous children had been normal. She had been 
attended on each of these occasions by a midwife only. On 
July 23rd, 1924, she was thought to be approaching labour, and 
the midwife, a woman of many years’ experience, was called in 
to attend to her. Certain pains, whether true pains of labour 
or not, had begun on the 21st and continued on the 22nd. 
These subsided for a time, but on the 23rd they recurred with 
such severity that they were thought to be true labour pains and 
the midwife was called in. The midwife dressed the unfor- 
tunate woman as for a confinement, and made a manual exam- 
ination and discovered an obstruction preventing the normal 
delivery of the child. She then asked the woman which doctor 
she would like, as it was necessary for her to have some doctor, 
and she said ‘‘ Dr. Bateman.’’ Dr. Bateman accordingly was 
called in that night, and on making an examination found that 
there was indeed an obstruction, and that without question the 
presentation was extremely difficult. He at once administered 
chloroform, and used, in the first instance, forceps, but, finding 
that the forceps slipped, he put them away and proceeded to 
try and get the birth manually. He worked at this for an hour 
until, as the evidence showed, the sweat rolled from his face. 
Eventually the child was born dead. The doctor had arrived 
about ten, and the child was born sometime about midnight. 
The dead child was handed to the midwife, who placed it in a 
receptacle, and the doctor proceeded to take away the  eoy 

Mr. Justice woe Was any negligence alleged by the 

rosecution up to that point? 
. Mr. Birkett : I think not. It seems difficult to see what 
negligence the prosecution really alleged. Up to that point, 
I think I am right in saying, there is, in my submission, no act 
of negligence that could be alleged. ; 

The Lord Chief Justice : Up to that point? j . 

Mr. Birkett : I desire to deal with every matter in this very 
difficult case, but I do not think from the summing up of the 


evidence that there was any act of negligence alleged up to 
int. 

pg Lg Chief Justice : I am not so sure that that is the 

case. There were two acts of negligence alleged. One was that 

the doctor, apparently in the effort to remove the placenta, 

removed the whole, or almost the whole, of the uterus. The 

second was that, a little later the same evening, before he went 
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away, his attention was drawn to what he had taken from this 
woman, and he was startled, and made an exclamation, ‘‘ I have 
pulled away the uterus,” or words to that effect, and yet he did 
not on that day, or the day following, or the day after that. 
not indeed until five days later, send her to the infirmary. At 
any rate, after he had pulled away the uterus, he not only 
took no active steps to deal with the matter, but rather concealed 
the gravity of what he had done. 

Mr. Birkett : 1f I may deal first with what occurred at the 
operation—— 

Mr. Justice Salter : The reason I interposed just now, before 
you came to the removal of the uterus, was because I wondered 
whether Sir Bernard ys nesaag and other experts called by the 
Crown imputed any blame to the doctor for the internal 
ruptures. 

Mr. Birkett : I do not think they did. Certainly. up to the 
point in the narrative at which I had just arrived, I do not 
think anybody suggested, even for the prosecution, that Dr. 
Bateman had done anything he ought not to have done. 
Dr. Bateman removed the placenta and it was placed by the 
midwife in a chamber, and the midwife—a woman of great 
experience—noticed the pinkish colour of the placenta, which was 
particularly unusual, and she called the doctor’s attention to 
it. The doctor looked at it and then used an exclamation. The 
nurse said, ‘‘ What is this? ” and the doctor said, ‘‘ Good God; 
don’t you know? It is the uterus.’’ That is how it was dis- 
covered that the uterus had come away with the placenta. 
Then the doctor said to the midwife, ‘‘ Don’t say anything; 
give me the uterus.’’ The uterus was separated from the 
placenta by the doctor, and he then wrapped up the uterus and 
took it away, and the placenta was in the ordinary course 
destroyed. The doctor then left the room and went to the 
husband in the other room, and said, ‘‘ The child has been 
born dead, your wife is very ill, and I think she is going to 
die.’’ The midwife, when the fact was pointed out that the 
woman was very ill, said she did suggest that night that the 
woman might go to hospital, and the doctor said, ‘‘ We will 
see how she is in the morning.” I do not apprehend from the 
evidence of Sir Bernard Spilsbury or any other witness for the 
prosecution that so far any act of negligence is alleged against 
the doctor. When the prosecution says, ‘‘ He brought away the 
uterus with the placenta,’’ the answer of the defence is ‘‘ That 
is true’; but nowhere, so far as my reading of the transcript 
of the proceedings at the trial goes, is it said that he was 
oe in doing that. In that sense I think I am perfectly 

ght in saying that, up to that point at all events, in respect 
to the mere surgical skill necessary in attending confinements 
there was no negligence. F 

The Lord Chief Justice: The evidence is that the womb 
came away with the placenta, and that there was pulling—one 
would think it would need some pulling. 

Mr. Birkett : It was never denied by the appellant that he 
had to use considerable violence. From the fact that there 
was a transverse presentation, and that very vital organs of 
the body were involved, it would be apparent that considerable 
violence had to be used, and the real reason why the uterus 
came away was that it sloughed. But no improper violence 
was done by the doctor to occasion this dreadful calamity. 
On the following morning the doctor went at 9 o'clock (after 
having been in attendance on the woman until an hour after 
midnight). He found her weak but conscious, vomiting a 
little, but able to speak, and he used the expression, when 
he was told by one of the relatives that she seemed to be a 
little brighter, ‘‘ That is funny,” indicating his surprise that, 
having regard to what had happened, she had rallied at all. 

The Lord Chief Justice: Was there not evidence that when 

he discovered what had really happened he said to the nurse 
something to this effect: ‘“‘We had better keep this to 
ourselves ’’? 
Mr. Birkett : ‘‘ Do not shock the relatives’ was the phrase 
he used, and he said in evidence that he thought, after the 
calamity that had happened, that the poor woman would die 
and he certainly believed, and acted upon the belief, that if 
she were moved down four flights of stairs in the condition 
in which she was that night she would die on the stairs. 

The Lord Chief Justice: The phrase I had in mind was, in 
the doctor’s evidence, ‘‘I don’t remember the exact words 
I used ; I said ‘I think we had better keep this quiet.’ ”’ 

Mr. Birkett: On the morning after the confinement the 
doctor found the woman a little brighter. He called again in 
the evening, and during the day certain medicine was pre- 
scribed for her. On the next day he again made two visits 
and found her a little better in the morning, though still weak 
and vomiting. Then he suggested the use of an enema, and 
the midwife again suggested that the patient be sent to the 
hospital. The answer he made on that day was, “I will send 
her when she gets a bit better.’”’ On the following day he 
again visited her twice. On that day the stomach was very 
much swollen, which was an indication of peritonitis. On the 


following day he went twice again, and found she had been 
brighter during the day but got worse at night, and on that 
day the midwife again suggested to the doctor that she might 
be sent to hospital. On the following day, when the doctor 
called, the husband asked if the wife could go to the hospital as 
the strain of looking after her was wearing them out. At 
6 o’clock that night the husband went for the doctor, who said 
that an order for removal to hospital had been sent round to ihe 
house, and at 7.30 she was removed to the hospital. That 
was on the 28th, and, to conclude the narrative, she remained 
conscious for some hours, and died about 1 o'clock in the 
morning on the 30th, and an inquest was held on the 3lst. 

The Lord Chief Justice ; She lived for a week after what had 
happened at the confinement ? 

Mr. Birkett: Yes. May I now just allude to the evidence 
which was given of cases comparable with this case by the 
medical witnesses? It is a very important point in my applica- 
tion in favour of the appellant that, I think, forty-eight hours 
was the longest time that any patient had lived following such 
a catastrophe, whereas this patient, through not being moved, 
lived for seven days. 

Mr. Justice Salter : After the removal of the womb? 

Mr. Birkett: Yes; this patient, as a result of the advice 
given by the appellant, lived for seven days, but after she 
was moved she died on the second day. Now, my lords, 
this is manifestly a case of very great difficulty and delicacy. 
It is a matter in which the feeling of the jury might quite 
naturally and properly be aroused to the prejudice of the 
prisoner, merely because of the circumstances of the case. It 
was, in my submission, therefore, in the highest degree neces- 
sary that the summing up of this matter to the jury, both as 
to the law and the facts, should make it abundantly clear. what 
the allegations of negligence were with which the pte eb 
advisers had got to deal. Upon both those heads, I submit, 
this summing up falls short. I do not know that I need read 
the summing up, but I think it right to say this, that the 
summing up with regard to the law was to be gathered from 
passages which were isolated the one from the other. It was 
really a direction of this kind : ‘‘ To convict this prisoner you 
must be satisfied that he was guilty of gross negligence ’’— 
here, my lords, let me say that it has been held for a con- 
siderable time that ‘‘ gross negligence ’’ does not differ from 
negligence at all, and the mere fact that you ‘say “* gross 
negligence ” to a jury is no proper direction upon the law. 
Then there occurs the use of the term ‘‘ culpable negligence ’’— 
blameworthy negligence. Having regard to the distinction 
between civil and criminal liability for negligence, and_ the 
great gulf which does and ought to separate the two things, 
it is no guidance to say to a jury that they must be satisfied 
that the prisoner was guilty of culpable negligence. To use 
another phrase employed by the learned judge—** wicked negli- 
gence ’’—this, again, is of no assistance on the law with regard 
to this matter, in view of the distinctions which properly 
arise between civil and criminal negligence. I think it a fair 
method of putting it that the case on the law was put before 
the jury like this: ‘“‘ If this was a mere mistake you ought not 
to convict the prisoner. You must be satisfied that it was 
gross, culpable, and wicked negligence.’’ In my submission, 
that is not a proper direction in a case of this kind of 
negligence. 

The Lord Chief Justice : Would it be convenient to indicate 
what the proper direction would have been? 

Mr. Birkett : I should shrink from that, but I do wish to call 
your lordships’ attention to the case of Reg. v. Doherty 
(reported in 16 Cox, Crown Cases, page 3506) 

Mr. Justice Salter : What was the case cited by the learned 
judge [Mr. Justice Shearman] in his summing up? 

r. Birkett : My researches have not led me to discover the 
passage which he did cite. I was not in the court below when 
this case was tried, and no reference was given in the transcript ; 
it may very well be that the learned judge was citing from 
memory. But I do invite your lordships’ attention to this 
case of Reg. v. Doherty. The facts of that case have neo 
application to the case now before the court, but Mr. Justice 
Stephen, before whom it was heard, said in his summing up: 
‘* Manslaughter by negligence occurs when a person in doing 
anything dangerous in itself, or having charge of anything 
dangerous in. itself, conducts himself in regard to it in such 
a careless manner as to be guilty of culpable negligence.’’ The- 
learned judge goes on to suppose a man performing a surgical 
operation and, whether from losing his head, or forgetfulness, or 
some other reason, doing something he ought not to do, or 
omitting to do something he ought to do; in such a case there 
would be negligence. 

The Lord Chief Justice : Suppose he omitted to do something 
he ought to have done when it had become apparent to him that 
a catastrophe had really happened, would it not be said 
a fortiori in such a case that there would be negligence ? 


Mr. Birkett ; It was assumed by the prosecution that because 
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Dr. Bateman did not send this woman to the hospital therefore 
he was negligent ; but it was ignored that in the exercise of his 
skill and knowledge he had decided that the course he took was 
the best, and in this he was supported by two eminent obstetric 
surgeons in London, who said that what he did they would 
have done. Your lordships perceive the difficulty. If it is 
decided that as a result of acting to the best of his skill and 
knowledge he is guilty of culpable negligence, then I submit 
that the medical profession would be in a very difficult position 
indeed. 

The Lord Chief Justice : To go back to the point you started 
from. The term “gross negligence still survives. What 
Mr. Justice Stephen says here is that gross negligence is 
culpable negligence. Criminal negligence equals gross negligence, 
and gross negligence equals culpable negligence. 

Mr. Birkett : My lord, would it be a just observation for me 
to say this? J appreciate what ‘‘ gross negligence”? and 
“culpable negligence ’’ mean, but I doubt whether a lay jury 
does. And it was in the highest degree important that the 
exact bearing of phrases familiar on the lips of lawyers should 
be made plain to the lay jury. 

The Lord Chief Justice : Does not the word ‘“‘ wicked ’’? make 
a difference? ‘* Wicked ”’ is a variant of ‘‘ culpable.’’ 

Mr. Birkett : I think ‘‘ wicked ’’ conveys to a layman some- 
thing more than ordinary negligence. In my submission it is 
not a proper summing up to say that the jury must be satisfied 
that there is wicked negligence. 

Mr. Justice Salter: What is a judge to say? Here is a 
great criminal lawyer who begins by using the vituperative 
epithet ‘‘ culpable,’’ and then proceeds to say what is culpable, 
and he puts supposititious cases—very strong and obvious ones. 

Mr. Birkett : May I just read the words that follow those 
] have already quoted from Mr. Justice Stephen’s judgement : 
“ But if there was only the kind of forgetfulness common to 
everybody or a slight want of skill which would be met by 
civil damages, it would be wrong to proceed against him on 
criminal grounds.’’ And he goes on: ‘‘ To find culpable negli- 
gence in the present case you must ”’ do so and so. 

The Lord Chief Justice : What you get in this judgement is 
really the word ‘ culpable ’’ reinforced by illustrations. 

Mr. Birkett : Just before I leave that matter I hope I may 
urge this. So far as my own experience goes, in the case of 
a doctor who has to attend patients, and, I suppose, almost 
every day to do things which involve life or death and certainly 
involve risk of lifelong injury, in my submission, when you 
are dealing with the negligence and the criminal negligence 
of a man so situated—when a precise criminal charge is laid 
against him, namely, the death of this woman—there is a duty 
in law that that negligence shall be accurately and plainly 
defined. 

Mr. Justice Salter: There is another aspect of negligence 
that we must bear in mind. A man may be held guilty of 
negligence—certainly for civil purposes, and, I suppose, for 
criminal purposes also—even though he used the utmost care, 
if his competence is insufficient. e may take all the pains in 
the world and yet be guilty of negligence. That is a point 
which is a difficult one in this case. Mr. Justice Shearman 
summed up in a very uncompromising way, as he would sum up 
in a civil case. 

Mr. Birkett : I should also like to call your lordships’ atten- 
tion to the case of Rex v. Williamson (3 Carrington and Payne, 
p. 635)—a case which is very near to this case. The prisoner 
was indicted for manslaughter. From the evidence of the nurse 
it appeared that the deceased woman had been delivered by the 
prisoner of a male child, and two days later there was found 
@ prolapsus uteri, which the prisoner mistook for the remaining 
part of the placenta. He attempted to bring away what he 
thought to be the rest of the placenta, and there was a rupture 
and the woman died. It was stated that there must have been 
great want of anatomical knowledge on tlie part of the prisoner. 
Lord Ellenborough, in summing up, said : 


“A person in the habit of acting as a.man midwife, tearing away 
part of the prolapsed uterus of one of his patients, supposing it to be 
a part of the placenta, by means of which the patient dies, is not 
indictable for manslaughter unless he is guilty of criminal misconduct 
arising either from the grossest ignorance or from the most criminal 
inattention. One or other of these is necessary to make him guilty. 
It does not appear that in this case it was any wani of attention, and 
it would seem that .having placed himself in a dangerous situation he 
became shocked and confounded... .” 


The Lord Chief Justice: Those observations are clearly 
divected te the mistake which the surgeon made when he 
believed a prolapsed uterus to be the remnant of the placenta, 
and used force. The judge would hardly have used such 
expressions about a case where the surgeon, having done that, 
and having discovered the nature of what he had done, refrained 
from taking serious and proper steps. 


Mr. Birkett : The case is quite distinct in that matter. But 
my submission is that in a case involving a medical man and his 
skill and judgement, not the positive nor the comparative but 
the superlative might properly have been used in order to make 
it abundantly clear to the jury what was meant by criminal 
negligence. 

The Lord Chief Justice : According to that, you must not say 
“‘ gross,’’ but you may say “ grossest’’; you must not say 
culpable,’ but you may say ‘‘ most culpable.” 

Mr. Birkett : I do not enter into those refinements, my lord, 
but I point out that Lord Chief Justice Elleaborough in the 
case I have quoted says that to substantiate the charge the 
prisoner must have been guilty of criminal misconduct arising 
‘‘ either from the grossest ignorance or from the most criminal 
inattention.’’ There is no ambiguity about that language. 

The Lord Chief Justice : Is not our standard of negligence 
based on a series of decisions by juries? 

Mr. Birkett : The principle upon which they proceeded was, 
of course, the duty of taking reasonable care. 

The Lord Chief Justice : They decided in relation to all the 
circumstances what was reasonable care. 

Mr. Birkett : I would not quarrel for one moment were this 
an ordinary civil case. It was for the jury to deal with the 
question of what was reasonable. But when a medical man is 
tried on a criminal charge, then I submit that the province of 
the jury must be based upon the clearest and most accurate 
description of the law to which they are to apply their judge- 
ment. (Counsel here referred to another case, an indictment 
for manslaughter consequent upon an operation, in which Lord 
Chief Baron Pollock delivering judgement concluded with the 
words, ‘‘ If a person bona fide and honestly exercising his best 
skill to cure the patient performs an operation whith causes tlie 
patient’s death he is not guilty of manslaughter.’’] 

Mr. Justice Salter: If that is a complete exposition of the 
law it appears to give the go-by to any question of standard of 
skill. If he does his best it is said that he cannot be guilty 
of manslaughter. Sir Edward Marshall-Hall said much the 
same thing to the jury in this case, and, rightly or wrongly, 
Mr. Justice Shearman challenged that. 

Mr. Birkett : Perhaps it would be convenient if I read the 
passages in the summing up to wkich exception is taken. 

The Lord Chief Justice : In this case which you have cited 
what was being criticized was the operation itself. There was 
no such subsequent history as you have in the case which is 
the subject of the present application. : 

Mr. Birkett : Your lordship has put to me the importance of 
the subsequent events. I wanted to say at a later stage that the 
question of negligence in the operation was a matter which 
ought never to have gone to the jury at all. Indeed, the fact 
that that was not withdrawn from the jury would be a 
sufficient ground for me to have leave to appeal. 


Application Granted. 


After consultation with his colleagues on the bench, 

The Lord Chief Justice said: Mr. Birkett, what you are 
asking for now is leave to appeal. We all think, after your 
able argument, that there is a question of substance to be 
considered here, and therefore we will grant leave to appeal. 
I notice that in your application there is a reference to certain 
further evidence. 

Mr. Birkett replied that in the court below two obstetric 
surgeons of very high standing were called, and the additional 
evidence that was sought to be called now was merely another 
opinion of the same rank. The medical profession was very 
much exercised about this matter and was anxious to leave no 
stone unturned to put the true case before the court. The 
happenings in this case had been of immense interest to the 
medical profession, and considerable research had taken place, 
as a result of which one or two matters had been elicited from 
eminent people which, had they been known at the time, would 
have been very convincing in defence of Dr. Bateman. It was 
accordingly felt that the door might be left open for such 
expert evidence to be given before the Court of Criminal 
Appeal. 

The Lord Chief Justice : We do not at this stage give leave 
to call further evidence. I gather that you have not looked 
into the matter as fully as you wish to do. If, after careful 
consideration, you do come to the conclusion that it would be 
right to have a witness here who may be called if the court 
so orders, that is a matter for your discretion ; but when you 
have already called two eminent witnesses there is not much 
point in calling a third unless there is some special reason, 


This concluded the proceedings. It is understood that the 
appeal will be heard on Monday, February 9th, 


en 
at 
ht 
or 
as 
At 
id 
he | 
at | 
od | 
he | 
id 
ce 
he 
a- | 
rs | 
ch 
d, 
ce 
ne 
Sy 
y. 
te 
It 
AS 
at 
id 
1e | 
m 
aS | 
yu 
n- 
m 
| 
Sy 
d 
se 
i- 
d 
ir 
AS 
of 
e 
ll 
d 
; 
n 
is 
0 
e 
| 
h 
| 
r 
e 
it 
d 


288 Fes. 7, 1925] 


QBITUARY, 


Tre Baitisa 
Mepicat 


Obituary. 


CECIL CLARKE, M.D., M.R.C.P.Lonp., 
Assistant Physician, Bristol General Hospital. 
By the death of Cecil Clarke at the age of 39 the Bristol 
Medical School has lost one of its most brilliant students 
and a teacher of whom great things had been justly 


expected. He graduated M.B., B.S.Lond. in 1908 and 


M.D. in 1910; he took the diploma of L.R.C.P. in 1913. 
After a triumphant career through his own school, in 
which he took all the available prizes, he held two resident 
appointments in Bristol and then went on to the Hospital 
for Consumption at Brompton, being successively assistant 
resident medical officer, house-physician, and assistant in the 
pathological department there. During this time he was 
attacked by pleurisy and was laid up for some months. 
After some post-graduate work in London he joined a Red 
Cross unit serving with the Bulgarian army in the second 
Balkan war, and received various Bulgarian and British 
decorations. A sojourn at Dresden, where he learnt much 
from Professor Schmorl, brought him to the verge of the 
European war; indeed, on its outbreak, he hurried back 
from Vienna, whither he had just gone, to Dresden, escaping 
ultimately into Holland. He joined the R.A.M.C., and was 
detailed for bacteriological work, first in Belgium and later 
in Macedonia. In each field he rendered excellent service 
—in the detection of typhoid among civilians in the former 
and on the histopathology of malaria in the latter. He was 
invalided home from Macedonia on account of chronic 
bacillary dysentery, but went out once more to France, and 
insisted on service with a battalion, in spite of poor health. 
After the armistice he was sent home to laboratory work at 
a hospital for officers, and returned to Bristol on demobiliza- 
tion in 1919. There he became medical registrar and then 
assistant physician to the General Hospital, and physician 
to the Queen Victoria Jubilee Convalescent Home. But his 
health was never quite normal, and in 1922, after a long but 
obscure illness, a septic appendix was removed. This had 
rekindled his pulmonary infection, and from that time 
onwards his days were spent in a most courageous fight 
against a slowly progressive infection. Even to the time 
when, only three weeks before his death, he left England 
hoping for a good winter abroad, he had never abandoned 
the prospect of a return to his hospital work. 

If Cecil Clarke had lived he would have done great things. 
His inteliectual powers were high. He had an intuitive 
capacity for discerning the truth in scientific work, as well 
as a wide knowledge of medicine and pathology. Moreover, 
he was well instructed in the English classics, a keen 
naturalist, and an amused and interested observer of men 
and things. He was, therefore, a genial companion and a 
delightful correspondent. But it is by his sturdy courage 
that he ought to be longest remembered. He said little, 
even to his intimates, of the disappointment that his 
failure in health meant to him, but set himself to endure 
and to overcome; and though victory over his disease was 
denied him his spirit rose victorious over all his trials and 
disappointments. 

He married, in October, 1919, Miss Nora Martin, who 
cared for him with the greatest devotion throughout his long 
struggle. On January 2nd, 1925, mest ot his hospital 
colleagues, as well as many others, attended a memorial 
service, held at St. Paul’s Church, Clifton. Those who had 
known him and worked with him must always feel a deep 
and sincere regret that his great gifts were exercised for 
so short a time on behalf of his school and his profession. 


ARTHUR GEORGE SHURLOCK, M.A., M.B., B.Cu., 
D.P.H.Cas., 
Assistant County Medical Officer, Hampshire. 
Tue death of Dr. A. G. Shurlock at the early age of 30 
robs the public health service of one of its most promising 
junior members. He was the son of Mr. F. W. Shurlock, 
Principal of Derby Technical College, and was born at 
Bristol on July 9th, 1894. After education at Derby School 
and Derby Technical College he proceeded with an open 
scholarship to Jesus College, Cambridge, where he was a 


scholar and prizeman, and obtained a first class in the 
Natural Science Tripos, Part I. Subsequently he was 
awarded a senior entrance scholarship in science at 
St. Bartholomew’s Hospital. He became qualified in 1918, 
at once taking a commission in the army. After some 
service in France he was appointed a pathologist to the 
British Expeditionary Force, and served in three of the 
large military hospitals. He relinquished his commission 
(captain R.A.M.C.) in October, 1920. He returned to 
St. Bartholomew’s Hospital, graduated M.B. and 
B.Ch.Camb. in 1921, and held house-physicianships at the 
City of London Hospital for Diseases of the Chest and the 
East London Hospital for Children. 

During his studies for the diploma in public health he 
attracted special attention by his conspicuous ability in 
and enthusiasm for preventive medicine, and as soon as 
he had obtained his diploma he was appointed (1922) 
assistant county medical officer for Hampshire. His official 
work was of a very high order, and everyone anticipated 
that he was destined for a conspicuous position in the 
public health service. After two years’ service, however, 
he developed the fatal malady which, after three months’ 
painful illness, ended his life. His life in Hampshire was 
extremely happy. His enthusiasm for public health found 
full scope in the wide preventive activities of county council 
work, and as a keen naturalist he was able to pursue his 
hobby in ideal surroundings in the New Forest. He was 
reticent and reserved, but was much liked by everyone who 
knew him. As an officer of clinics and maternity centres 
he was extremely popular. : 


The news of the death of Dr. J. C. Martin of Portrush, 
on January 3lst, was received with great regret both by 
the profession and the public in Northern Ireland. Dr. 
Martin, who was born in 1857 in India, where his father was 
in the Civil Service, received his medical education in Trinity 
College, Dublin, and soon settled in Portrush, co. Antrim, 
the best known of the watering-places of the North of 
Ireland. He rapidly acquired a large private practice, and 
was one of the founders of the Coleraine and the Port- 
rush Cottage Hospitals, and was a member of the staff of 
both, became coroner for North Antrim about twenty years 
ago, was a magistrate for the county, chairman of the old 
Portrush Town Commissioners, besides holding numerous 
minor appointments, and was an original member of the 
Portrush Golf Club. He was a great. favourite with the 
profession, the inhabitants of Portrush, and with the huge 
influx of visitors each summer; his loss will be greatly 
felt. His professional reputation was high, and he was 
noted for his surgical skill; he was an ex-President of the 
North of Ireland Branch of the British Medical Association. 
Much sympathy is felt for his widow and family; his son 
lately settled in practice in Portrush. 


Che Serbices. 


ROYAL ARMY MEDICAL CORPS. 
Successful Candidates. 
Tue War Office announces that of the candidates who presented 
ihemselves for the competition for commissions in the R.A.M.C., 
held in London last month, the following were successful : 


T. A. J. M. Dodd, M.B., B.Ch., Oxford University and St. 
Bartholomew’s Hospital; * R. A. Bennett, M.B., Ch.B., Edin- 
burgh University; *W. D. Speedy, M.B., B.Ch., Trinity 
College, Dublin; *J. N. Atkinson, M.B., B.Ch., Trinity 
College, Dublin; *W. A. D. Drummond, M.R.C.S.Eng., 
L.R.C.P.Lond:, University College, Dundee; *J. D. Corner, 
M.B., Ch.B., Edinburgh University; W. H. Carter, M.B., 
Ch.B., D.P.H., Edinburgh University; J. G. E. Vachell, 
M.B., B.Ch., Cambridge University and St. George’s Hospital; 
J. T. Smyth, M.B., B.Ch., Queen’s University, Belfast. 

* These candidates, being in possession of certificates obtained im 
the Officers’ Training Corps, were awarded service marks under 
paragraph 85 of the Regulations for. the Officers’ Training Corps. 


TERRITORIAL DECORATION. 
Tue Kinc has conferred the Territorial Decoration upon the 
following officers of the R.A.M.C., under the terms of the Royal 
Warrant dated October 13th, 1920: Lieutenant-Colonel (Brevet 
Colonel) Thomas B. Wolstenholme, O.B.E., and Maiors Harold 
W. Read and Edmund Alderson, D.S.O. 
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Gnibersities and Colleges. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON. 
AN ordinary quarterly comitia of the Royal College of Physicians 
of London was held on Janu 29th, when the President, Sir 
Humphry Rolleston, was in the chaise. 


Membership. 
The following successful candidates were admitted as Members: 


Wallace Wright Adamson, M.B.Glasg., Wilfrid Henry Waller Attlee, 
M.D.Camb., Francis Joseph Benjamin, M.D.Durh., Frank Brock- 
ington, M.B.Lond., Charles Ritchie Burns, M.D.New Zealand, 
Ernest Noble Chamberlain, M.D.Liverp., Sibyl Renée Julia East- 
wood, M.B.Oxf., Francis Wiremu Brian Fitchett, M.D.Edin., 
Caivert Merton Gwillim, M.D.Lond., David Martyn Lloyd-Jones, 
M.D.Lond., Montague Maizels, M.D.Lond., Herbert Victor Morlock, 
M.B.Lond., Bertram Sydney Nissé, M.D.Lond., Hilary Joseph Roche, 
M.D.Melb., George Kenneth Stone, M.D.Oxf., James Arthur 
Struthers, M.B.Camb., Alfred Williams-Walker, M.D.Lond. 


Licences. 
Licences were granted to the following 206 candidates who had 
passed the required examinations and conformed to the by-laws 
and regulations : 


M. Absé, J. D. Allen, G. T. Allerton, C. A. Amesur, *Kathleen J. 
Atkinson, *Margaret A. Bannerman, W. D. Beck, C. E. G. Beveridge, 
O. P. Bewers, *Anna M. V. Bonhote, V. H. Bocbbyer, W. A. Bourne, 
R. N. Brandwood, 8S, Brest, H. F. Brewer, D. A. Brigg, D. J. Brims, 
R. J. Brocklehurst, T. H. P. Brooks, *Margaret H. Brown, W. A. 
Browne, *Olive &. Buckley, W. H. Cameron, A. F. Chalkley, 
*Gwendoline Chave, H. F. Chillingworth, G. F. Chissell, L. 
Chodorsky, J. Chronnell, H. A. Clegg, A. V. Clemmey, *Doris M. 
Collins, L. N. R. Comty, L. C. Cook, *Margaret I. B. Cowling, C. P. 
Craggs, “Dorothy E. Crellin, J. Currie, M. Cutner, *Gweneth M. 
Daniel, *Annie E. C. Davies, A. L. Davies, J. R. Davies, W. H. 
Davies, A. R. Davison, *Charlotta D. N. De Wilde, G. E. Ellis, O. M. 
Ellis, “Mary H. Eimitt,C. W. Evans, J. Evans, N. B. Farman, J. T. 
Fathi, L. Fatti, C. F. Fernando, M. G. Fitzgerald, *Dorothea C. 
Forbes, G. R. Ford, W.S. Fricker, T. M. Fripp, O. P. Giles, G. D. 
Gordon, H. W. Gordon, R. A. Grant, F. N. Green, A. L. Greenway, 
D. L. Greig, J. M. Hall, *Constance I. Ham, G. Hamada, J. E. 8. 
Hamilton, C. H. Hampshire, A. W. Hanlon, Hans-Raj, *Irene D. F. C. 
Hastilow, N. H. R. Hatfield, 8. Helberg, A. Helmy, *Freda K. 
Herbert, E. Herzberg, A. E. Hill, C. H. Hilliard, *Minnie E. Hope, 
E. C. Hudson, D. B. Hughes, *Katherine E. W. Hulse, O. R. 
Humphreys, F. S. Hunter, O. L. Hutchinson, *Joy Hwa, S. Hyman, 
*Elizabeth Jacobs, *Kate D. James, E. J. Jenkins, C. W. W. 
Jeremiah, D. F. Johnstone, *Dilys Jones, L. A. Key, *Caroline B. 
Kibble, C. T. Kitching, W. R. Kusel, *Marjorie A. M. Lambert, G. 8. 
Landon, M.C. Lavin, H. Levy, H. Lewis, A. C. Liesching, L. A. N. 
Line, W. H. G. M. Ling, *Madeline R. Lockwood, A. C. Lysaght, 
*Catherine B. McArthur, 8. McClements, F. G. Macdonald, 
*Dorothy F. McIntosh, J. H. Macpherson, *Helena M. J. McQuaid, 
R. G. Maliphant, J. P. Marsden, G. R. Marshallsay, E. L. Martin, 
A. W. C. Mellor, C. P. Miller, F. C. Miller, G. J. Morris, C. F. 
Morrison, A. M. Murray, W. R. Nash, *Margaret I. Neal, E. L. 
Newell, R. A. Newsom, H. W. Nicholson, J. A. Noot, R. A. Norman, 
J. N. D. O’Rafferty, *Evelyn D. Owen, G. W. C. Parker, A. E. 
Parkes, W. Parry-Jones, R. Paton, V. Patrick, F. L. Patterson, 
*Gladys L. Pearson, A. D. Pegg, “Gwyneth M. Pennant, H. C. 
Pierce, C. P. Pinckney, C.J. Polson, L. W. Proger, D. C. Prowse, 
R. 8. Pyrah, V. I. Raman, C. Rankin, M. D. Rawkins, J. T. Rees, 
*Olwen M. Richards, J. T. C. Roberts, J. J. R. Robinson, *W, C. 
Robinson, G. F. Rowbotbam, *Alysoun H. Rowntree, A. B. Rufail, 
K. G. W. Saunders, S. D. Schultz, C. E. Sharp, T. A. Shaw, 
*Frances E. Smith, *Sylvia M. T. Smith, A. D. Soares, K. H. 
Southall, I. P. Spurrell, *Ethel L. A. Stamberg, B. G. Staniland, 
*Ruby O. Stern, D. D. S. Stewart, P. Subbaramayya, A. F. Taylor, 
E. J. Thomas, J. D. S. Thomas, W. S. Thomas. E. Thompson, W. R. 
Thrower, T.G. Tresidder, E. A. Trim, V. C. Tughan, *Beatrice M. 
Upshon, L. C. D. Van der Borght, H. Van der Post, G. B. W. 
Walker, R. A. Walsh, Larna B. Ward, *Catherine Watterson, H. V. 
Wells, J. Whillis, F, L. White, C. R. Williams, D. G. Williams, 
E. R. Williams, H. H. Williams, D. A. Wilson, *Emily A. C. Wilson, 
= M. Worth, C. L. Worthington, *Annie Yoffa, G. C. Young, J. C. 
oung. 
* Under the Medical Act, 1876, 
o. Diplomas in Special Subjects. 

Diplomas were granted, jointly with the Royal College of 
Surgeons, to 27 candidates in Public Health, 21 in Tropical Medi- 
cine and Hygiene, 8 in Psychological Medicine, and 6 in Laryngo- 
logy and Otology. (The names were prints in the report of the 
meeting of the Council of the Royal College of Surgeons of England, 
published in our issue of January 17th, p. 142). 

Diplomas in Ophthalmic Medicine and Surgery were granted, in 
conjunction with the Royal College of Surgeons, to the following 
successful candidates : 


F, Abbey Wiesener, R. G. Banks-Smith, B. R. Bickford, W. 8. Burr, 
E. N. Hughes, K. H. Kamakaka, A. P. McLeod, 
. D. Shroff. . 


Appointments. 

On the nomination of the Council the following were elected 
Councillors: Dr. Phear, Sir StClair Thomson, Dr. Bedford Pierce, 
and Sir Leonard Rogers; and, to take the place of Dr. Drysdale 
(for two years), Sir Walter Morley Fletcher. 

Sir Francis yee ay was re-appointed a representative of the 
College on the Central Midwives Board. 

Sir George Newman was eens of the College 
on the executive committee of the Imperial Cancer Research Fund, 
Vice Dr. Sidney Martin, deceased. : 

The President announced that he had appointed Dr. Edwin 
Bramwell to deliver the Bradshaw Lecture this year, and that the 
Council had appointed Professor Topley, M.D., F.R.C.P., to deliver 
the Milroy Lectures next year. f 
sls emer of Dr. Drysdale as a member of the Council was 

cepted. 


Admission of Women to the —— 
- The following alteration in the by-laws was resolved :— 


That the existing By-law No. 19+ be repealed, and the following by-law 
be substituted for it: 

A woman shall be eligible for admission as a Licentiate or 
Member of the College and for the grant of diplomas ia special 
subjects on the same terms and conditions as a man and a woman 
shall also be eligible for election as a Fellow of the College and shall 
be entitled to take part in the govérnment management and 
proceedings of the College and to hold any office in like manner ag 
@ nian is eligible and entitled. 

So far as may be necessary to give effect to this by-law (a) words 
in the by-laws and regulations importing the masculine gender shall 

deemed to import the feminine gender also and (b) such altera- 
tions as are requisite shall be made in the letters testimonial the 
form of licence and attached certificate and the form of diploma 
granted by the College, 


Departmental Committee on the University of London. 

Sir Wilmot Herringham and Dr. John Fawcett were appointed 
to give evidence before the Departmental Committee on the 
University of London. 

Miscellaneous 


A contributién of 20 guineas to the St. Paul’s Cathedral 
Restoration Fund was voted by the College. 
“a, were received from the Committee of Management and 
opted. 


Books and other donations to the library, presented during the 
last quarter, were received; also, from Mr. C. H. Golding-sird, 
@ miniature bust of Dr. Golding-Bird, F.R.C.P., and also a copy of 
a portrait of Dr. Brinton from his son. 

After some formal College business the President dissolved the 
comitia. 


Medical 4 Hetus. 


THE Hunterian Oration before the Royal College of Surgeons 
of England will be delivered in the theatre of the College 
by Sir D'Arcy Power, K.B.E., F.R.C.S., on Saturday next, 
February 14th, at 4 p.m. 

THE next meeting of the Chelsea Clinical Society will be 
held at the club-rooms of St. George’s Hospital on Tuesday, 
February 17th, at 8.30 p.m., when Sir Thomas Parkinson 
and Mr. A. R. Thompson will open a discussion on the 
diseases of the climacteric period in both sexes. 

THE next meeting of the Medico-Psychological Association 
of Great Britain and Ireland will be held on Thursday, 
February 19th, at the Royal College of Physicians, Queen 
Street, Edinburgh, under the presidency of Dr. M. J. Nolan, 
at 2.30 p.m. Dr. David Slight will give a demonstration of 
the psycho-galvanic reaction; Dr. George Gibson will read 
@ paper on the boarding-out system; and Dr. William M. 
McAlister, a paper on results of treatment of general paralysis 
by malaria. 

THE annual dinner of past and present students of the 
Royal London Ophthalmic Hospital will be held at the 
Langham Hotel, Portland Place, on Thursday next, February 
12th, at 7 for 7.30 o’clock. Mr. W. T. Holmes Spicer, con- 
sulting surgeon to the hospital, will preside. Tickets (15s. 
each, excluding wine) may be obtained from Sir William 
Lister, 24, Devonshire Place, W.1. 

PROFESSOR FUCHS, the well known ophthalmologist of 
Vienna, will shortly visit Madrid to deliver four lectures on 
glaucoma, cataract, sympathetic ophthalmia, and ocular 
tuberculosis respectively. 

THE Fellowship of Medicine announces that on February 
9th, at the Royal Society of Medicine, at 5.30 p.m., Dr. 
Andrew Balfour will show a cinematograph film on malaria, 
with special reference to the malarial parasite as a thera- 
peutic agent. The second week of a three weeks’ combined 
course in diseases of children begins on February 9th ; the 
institutions concerned are the Paddington Green Hospital, 
Victoria Hospital, and the Children’s Clinic. A four weeks 
course is also being held during February at the St. John’s 
Hospital for Diseases of the Skin. At the London School of 
Hygiene and Tropical Medicine a series of eight lectures is in 
progress on Tuesdays and Thursdays, and the second week 
of the course in venereal diseases at the London Lock Hospital 
will begin on February 9th. During the last fortnight in 
February there will be a course in general medicine and 
surgery and the special departments at the Prince of Wales’s 
General Hospital, Tottenham. In March courses will be held 
in diseases of the chest at the Brompton Hospital ; medicine, 
surgery, and gynaecology at the Royal Waterloo —— 
infectious fevers at the North-Eastern Fever Hospi 


(Tottenham) ; gynaecology at the Chelsea Hospital for 
Women; avd an intensive course in general medicine, 
surgery, and the special departments at the Royal Northern 
Hospital, with which is associated the Royal Chest Hospital. 
Copies of the syllabus of these courses may be obtained 
from the Secretary of the Fellowship at No. 1, Wimpole 
Street, W.1. 
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LETTERS, NOTES, AND ANSWERS, 


Tas Bartiss 
MxpicaL JouBNab 


— 


THE Central Association for Mental Welfare is arranging 
a@ special three months’ course for teachers of mentally de- 
tive, dull, and backward children, to be held in London 

m May 7th to July 25th. The course will include lectures 
on normal and abnormal psychology, methods of teaching, 
demonstrations in speech training, manual work, and the 
social and legal aspects concerned. Further information may 
be obtained from the office of the association, 24, Buckingham 
Palace Road, 8.W.1. 

By an order dated December 3lst, 1924, and issued on 
January 30th, 1925, the Home Secretary has added to the list 
of conditions which must be notified in compliance with 
Section 73 of the Factory and Workshop Act, 1901 : (1) poison- 
ing by carbon bisulphide; (2) aniline poisoning; and (3) 
chronic benzene poisoning. The notice must specify the 
mame and personal address of the patient and the disease 
from which in the opinion of the medical practitioner he is 
suffering. For this notification the medical practitioner is 
entitled to a fee of 2s. 6d. Failure forthwith to send a notice 
renders the practitioner liable to a fine not exceeding 40s. 

THE private wards in Westminster Hospital are, with the 

ission of the Prince of Wales, president of the hospital, 


be named “The Prince of Wales Wards.’’ The new 


ophthalmic wards are to be named the ‘Wolfe Barry 
Waris,” in memory of Sir John Wolfe Barry, chairman of 
the house committee from 1899 until his death in 1918. 

. BEGINNING with the January issue, the Revue de Médecine 
will contain short memoranda, rather than the larger original 
articles published hitherto. It will be mainly devoted to 
abstracts of the principal medical publications in France, 
Great Britain, Germany, Spain, and Italy which have appeared 
during the previous month, and will so become more definitely 
a review of recent medical literature. 

THE fifth congress of French-speaking pediatrists will be 
heid at Lausanne in 1926 under the presidency of Dr. Taillens, 
professor of children’s diseases in the University of Lausanne. 

THE January issue of the Journal of the Outdoor Life is 
essentially a Trudeau memorial number, being issued in 
connexion with the fortieth anniversary of the foundation of 
the famous sanatorium at Saranac Lake, New York. We 
gave an account of recent additions to the institution on 
June 14th, 1924 (p. 1062), and this anniversary number of the 
Journal, founded in connexion with the sanatorium in 1903, 
gives very full details of the work that has been carried on 
at the sanatorium. Personal recollections are supplied by 
several contributors, including Dr. Lawrason Brown, the 
originator of the Jowrnal, at first an assistant resident 
physician and a joint builder of the sanatorium organization. 
A short article deals with Robert Louis Stevenson, who came 
to Saranac Lake in the autumn of 1887, and whilst there 
wrote some of his best essays, including Pulvis et Umbra, The 
Lantern Bearer, A Christmas Sermon, and some portions of 
The Master of Baliantrae. The issue is well illustrated. 

THE annual medical congress known as the ‘ Journées 
médicales de Bruxelles’’ will be held at Brussels from 
June 2lst to 24th. Further information can be obtained 
from the general secretary, Dr. Beckers, 36, rue Archiméde, 
Brussels. 

‘THE fourth International Congress of Industrial Medicine 
will. be held at Amsterdam in September, 1925. Further 
information can be obtained from the general secre‘ary, Dr. 
Brocx, 55, Piecke de Hochstraat, Zimmer 64, Amsterdam. 

THE twenty-ninth congress of French-speaking neuro- 
a and alienists will be held in Paris at the end of May, 
1925, under the presidency of Dr. Anglade, when the following 
papers will be read: Late recovery from mental disease, 
by Dr. Robert; familial infantile encephalopathies, by 
Dr. Crouzon; legal medicine and states of mental torpor, 
by Dr. Briand. 

- DR. DEVE has-been nominated professor of clinical medicine 
in the medical school at Rouen. 

A SUDDEN malaria epidemic in Java is reported to have 
caused 1,000 deaths. 

. WITH its January issue the Canadian Medical Association 
Journal enters the fi‘teenth year of its publication as the 
official organ of the association. During the past ten years 
it has doubled the number of its reading pages and incrcased 
their size. Ina foreword to this issue reference is made to 
the visit of Sir Jenner Verrall and Dr. Alfred Cox last year, 


and it is noted ‘‘ that after free discussion a form of affiliation | 


was arrived at, by which our association, without losing any 
of its individuality, becomes affiliated with the parent society, 
and through it with the medical profession in all the sister 
dominions of the empire. This will confer certain privileges 
upon our members. We hope that this action may lead to 
many pleasant interchanges between our association and the 

rofession in Great Britain, and in the other dominions,”’ 

he annual meeting of the Canadian Medical Association will 
be held at Regina, from June 22nd to 26th. 


- Jan 


Retters, Notes, and Ansiuers. 


Corresponpents who wish notice to be taken of their communica 
tions should authenticate them with their names—not necessarily 
for publication. 

Communications intended for the current issue should be posted so 
as'to arrive by vod ogy post on Monday or at latest be received 
not later than Tuesday morning. — 

Tae telephone number of the British Mepicat Association and 
British Mepicat Journat is Gerrard 2630 (Internal Exchange), 
The telegraphic addresses are: 

of the British Mepicat Journat, Aitiology Westrand, 
ondon. 
- FINANCIAL SECRETARY AND BUSINESS MANAGER 
(Advertisements, etc.), Articulate Westrand, London. 

MEDICAL SECRETARY, Medisecra Westrand, London. 

The address of the Irish Office of the British Medical Asso- 
ciation is 16, South Frederick Street, Dublin (telegrams: 
Bacillus, Dublin; telephone : 4737 te Sr and of the ttish 
Office, 6, Rutland Square, Edinburgh (telegrams: Associate, 
Edinburgh; telephone : 4361 Central). 


QUERIES AND ANSWERS. 


ALKALIS AS ADJUVANTS TO ACTION OF INTESTINAL 
ANTISEPTICS, 

Dr. L. WHEELER (London) writes: I should be glad to learn of any 
experience in the use of an alkali (sodium bicarbonate), given 
belere meals, improving the action of an intestinal antiseptic 
administered after meals. 


INCOME Tax. 
Board and Lodging of Assistant. 

**R, M.”’ is an outdoor assistant not receiving any allowance from 
his principal for board and lodging. If the latter were to pay the 

diady’s bill each month, giving the assistant the balance of 
his salary, could ‘‘ R. M.’’ return that balance as his income for 
tax purposes and the employer deduct the full amount as a 
professional expense ? 

*.* It would not be correct unless a real alteration were made 
in the terms on which ‘R. M.” is employed—for instance, 
suppose the gross salary be £x and the annual amount of the 
board-lodging expenses be £y, then, so long as the employer 
is liable under the terms of engagement to pay “R. M.” £2, 
that is the amount of his liability, whether it be wholly paid to 
him personally or partly to his landlady, But if an alteration 
be made ina binding manner in these terms, so that the employer 
is bound to pay “R. M.”’ £x—£y only and to provide him with 
board-lodging, then the latter is liable in respect of £r—£y 
‘only, and the employer can treat as a professional expense 
£r—£y plus the actual cost of the board-lodging which he 


provides. 


LETTERS, NOTES, ETC. 


MONEYLENDERS. 

In the Times law reports for January 26th is a note of a case heard 
before Mr. Justice P. O. Lawrence in the Chancery Division. 
It appears that a moneylender had obtained judgement sum- 
‘monses against two civil servants who H+ aga before the 
court. In reply to the judge one of the debtors said that they 
had borrowed £15 each, and the judge remarked that the amount 
had swollen to £64. An order was made for payment of £la 
week in one case and 10s. in the other. Addressing the debtors 
the judge said, ‘‘ Pull yourselves together and get out of the 
hands of moneylenders, or it will wreck your whole careers.” 
It appears to be the general experience that at the present time 
moneylenders are very active in issuing circulars offering to lend 
money. One rather senior member of the profession has sent us 
such a circular he received the other day; it contains the state- 
ment—'t We may add that for a considerable time we have 
specialized in accommodating medical practitioners upon ex- 
ceptionally low terms.”’ The observation, quoted above, by 


Mr. Justice Lawrence appears to be the best comment on the 


risk attaching to the acceptance of such offers. 


CORRECTIONS. 
Dr. James Cook wishes to correct an error in his letter on 


puerperal infection, published last week (p. 236). His percentage 


of puerperal infection cases is 0.5 per cent.—not 0.05. 

An error occurred in Epitome, para. 130, of our issue of 
January 3lst. The name of the fourth of the joint authors 
should kave been given as J. 8. B. Stopford. 


VACANCIES. 
NOTIFICATIONS of offices vacant in universities, medical colleges, 
and of vacant resident and other a pr at hospitals 
will be found at pages 32, 33, 34, 35, and 38 of our advertisement 
columns, and advertisements as to eat assistantships, 
and locumtenencies at pages 36 and 37. . 
A short summary of vacant posts notified in the advertisement 
columns appears in the Supplement at page 59. 
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